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When the medical student of today begins to think 
about his future professional career, he is often confused 
by the multiplicity of choices for his life work. Until re- 
cently, little or no importance has been given to a rela- 
tively new, very broad, and challenging field. It is my 
purpose to explore, and to some extent define, the present 
developments in a new specialty and perhaps a new era 
in public health in a fielc called occupational health. 
Industrial medicine has grown up empirically to serve a 
need. Industry had first to provide medical care for its 
workers who received traumatic injuries on the job. 
This expanded subsequently into the screening of em- 
ployees both before hiring and during employment to 
explore their physical fitness and to provide for their 
proper placement. During the earlier period accident 
and compensa‘ion insurance developed as a means of 
financing the treatment and care of those injured during 
and as a result of employment. During the last two 
decades a considerable labor market has been found 
for persons whose capacity for work is limited, by one 
or another handicap or partial disability, to certain types 
of activity or occupation. The proper choice and evalua- 
tion of the type of work and the labor capacity of the in- 
dividual is a difficult and complex medical problem and 
has given rise to extensive testing programs that the doc- 
tor must carry out or participate in. Recently, and mainly 
as a result of the demonstrations of new techniques util- 
ized by the armed forces and veterans’ facilities hospitals, 
the rehabilitation of potential workers has become a part 
of the over-all armamentarium of the industrial doctor 
and his associates. 

While all of this has been developing in the industrial 
physician’s orbit and practice, he often has had rela- 
tively little contact with or little interest in what actually 
goes on in the plant, and he is not often brought into the 
planning stages of new ventures by management. Recent 
experiences by both management and doctors have 
shown that this is wasteful and that a great deal can be 
gained by breaking down the barriers and promoting free 
communication among the three-party group of manage- 
ment, labor, and the doctor in these areas. The indus- 
trial physician then may be said to practice medicine in 
industry. He must be aware of the special problems of 


management as well as the peculiar hazards to which the 
worker is exposed, their prevention, and treatment of the 
injuries that they may produce. He has many other 
responsibilities too. This is a broad and fascinating field 
of practice of great importance to efficient management 
of industry. 


NEW ROLE OF PUBLIC HEALTH PHYSICIAN 


There is another type of practice that requires a little 
different type of training and utilizes more of the public 
health and preventive medicine techniques while dealing 
with the effects of hazardous substances. This field might 
be called occupational health. In the past, the doctor 
in a public health practice has had to deal mainly with 
large numbers of the population ill with some epidemic 
and infectious disease. With some oversimplification 
one may say that, in his civic role, he has assembled the 
most recent information on the identification, treatment, 
and modes of spread of the several epidemic diseases and 
has informed the medical profession and the public as 
to what is the best way of combating or preventing these 
diseases. As a result of this team play, we have safe, 
potable water and milk and efficient and safe sewage dis- 
posal systems; we have had vaccination programs and 
screening surveys. Many diseases have been eliminated 
as a serious threat by these and other techniques fa- 
miliar to all. During and since the war we have had an 
era of development of the biological attack on disease, 
i. e., the penicillins, the “mycins” and “‘cidins,” and the 
specific chemical substances like the sulfonamides, the 
antimalarial agents, and many others. As a result, we 
are beginning to see a change in the type of medical 
practice and likewise in the type of patient in the office, 
clinic, and hospital. No longer do we have a high mor- 
tality from pneumonia and meningitis. The mastoid sinus 
operation is rarely done nowadays. The “frozen pelvis” 
and urethral stricture and the gummas of the recent past 
are rarities, even though the venereal disease problem 
is still with us. Even the “great white plague” and prob- 
ably poliomyelitis seem to be on the run. This does not 
mean that the public health physician will need to be 
dispensed with. His methods and his police power must 
be kept intact to safeguard people on every hand. 


Dean, Medical School, University of California. 


Read before the 15th Annual Congress on Industrial Health, Washington, D. C., Jan. 25, 1955. 
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It has been said that the medica! profession (and its 
science) is the only profession that is trying to elimi- 
nate its own job. To a great extent this is true, and recent 
developments have given good evidence in this respect; 
however, there are many diseases still unconquered and 
still with us on every hand. While this revolution in our 
ability to combat infectious disease has come about in 
medica! practice. our society has been changing too. 
Our population has grown tremendously and so rapidly 
as to create numerous new problems. We have become 
very thoroughly mechanized. Even our farming, once 
an individual, hand process, is becoming highly organ- 
ized and factory-like. The chicken and the egg are con- 
sidered from the standpoint of a biological factory—so 
many tons of food under the right conditions result in so 
many pounds of chicken meat or so many eggs per week. 
Our land-grown food is produced with fine calculations 
as to the fertilizer, mineral content, and water require- 
ments in relation to the protein and other products de- 
sired. Many new artifices and factory-like procedures 
enter every part of our everyday life. The hazards to 
our nutrition, our children’s growth, and our own psyches 
are as yet unknown. With this mechanization and the 
industrial requirements to provide it in all of its various 
facets, we not only have the human wastage from direct 
injury and wear and tear, but we have increasing pollu- 
tion of our fresh water and land, and now, of late, even 
the air and ocean by industrial and human wastes and 
the wastes accumulated by human usage. 


HAZARDOUS SUBSTANCES 

Medical men have long been familiar with the haz- 
ards of inhaling certain dusts and fumes produced in the 
manufacture of lead, mercury, and arsenic-bearing ores. 
Rather recently we have recognized the lesions in the 
lungs produced by silicon crystals and beryllium dust, 
the kidney injury produced by uranium and mercury, 
osteopetrosis (marble bones) produced by chronic fluo- 
ride exposure, and, of course, the insidious effects on the 
bone marrow by the bony deposits of radioactive sub- 
stances of the radium, thorium, and uranium series, as 
well as by some of the fission products or artificially pro- 
duced radioactive materials. On every hand we have 
new “advances,” each with an unknown and possibly 
hazardous component. There are new plastics, artificial 
rubber products, new alloys, new solvents, new cracking 
processes in refineries, new antiknock substances, new 
fuels for jet engines, new pesticides, new weed killers, and 
more asphalt surfaces. Wherever there is more of every- 
thing there are more people, and vice versa. Noise is 4 
factor too, not only the noise of fabrication but that of 
transportation and communication. Wherever man goes 
and suffers an injury there goes the doctor too. Thus, 
the doctor must be familiar with all of man’s hazards if 
he is to be effective in preventing, diagnosing, and al- 
leviating the injury. We, therefore, still have a need for 
the individual’s care by the industrial physician with spe- 
cial knowledge of these new things. We also need the 
new kind of public health through the occupational! 
health physician who has new and special knowledge of 
these new things. 

How do we know where the hazards lie? In the past 
the role of some toxic or injurious material in producing 


J.A.M.A., Dec. 24, 1955 


an injury to a workman was gradually worked out by an 
accumulation of human cases. Rarely was the biological 
scientist interested in the problem. Between World Wars 
I and [I some information on hazardous substances was 
obtained from experimental work initiated by the Chemi- 
cal Corps, the Bureau of Mines, the Food and Drug Ad- 
ministration, and the United States Public Health Serv- 
ice at a few university laboratories (Cincinnati, Harvard, 
and special groups like Saranac) and from the begin- 
nings of animal study of the effects of new substances 
used in their industry by a few forward-looking large 
industrial companies. Although large for their times, 
most of these experiments were done upon a relatively 
small scale, and the results were slow in being applied by 
industry. The first large-scale employment of dust and 
fume chambers and large-scale mass-testing experiments 
on animals for the developing of standards for industrial 
practice was probably initiated by the Manhattan En- 
gineering District during World War II. It was impera- 
tive that safe operating levels be established for person- 
nel in the plants producing a large number of atomic 
bomb materials of all sorts, so that the plants could be 
built accordingly. It is interesting now to realize that, 
while the safety of the worker was a factor, it was not 
the overriding one; the prime element was security. 
There must be no losses of telltale radioactive materials 
that might give away the program, nor, and most im- 
portant of all, must there be any mysterious illness or 
deaths from the process of manufacture that might cause 
comment outside of the plant or create a psychological 
barrier against employees seeking work in such a hazard- 
ous plant. 
HEALTH STANDARDS 


Thus, health standards had to be set for radiation- 
emitting substances and new chemical materials whose 
specific effects upon the body were essentially unknown. 
These health standards had to be available in time to set 
the design for the ventilation, manufacturing processes, 
and other procedures. Often construction dates were 
little more than a year away, and therefore a prolonged 
experiment could only be done once. Previous patterns 
of biological research on these materials had been on 
such a small scale that little that was definitive in the 
way of standards for safe practice could be found either 
in the literature or in existing laboratories. New stand- 
ards were found from large-scale animal exposures suffi- 
cient in number of dosage levels and animals to avoid 
the need for repetition. The safety experience gained in 
this war program has probably influenced greatly the 
viewpoint of industry, and even that of the medical pro- 
fession, in the matter of preventive medicine in industry, 
not so much because it was new but because it had a 
special aura of national importance on the one hand and 
of peculiar hazard on the other. The standards set dur- 
ing the war and since have been maintained, and prob- 
ably the safest industry today is the program of the 
Atomic Energy Commission. | believe that both its ac- 
cident rate and its compensation insurance rates and 
costs are still the lowest in the country, yet they operate 
the most potentially hazardous industry. How was this 
achieved? First of all, management was willing to go to 
the expense and trouble of building in the proper safe- 
guards and disposal and ventilating systems when the 
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plants were built, and then it established the procedures 
and techniques necessary to maintain the health stand- 
ards. Labor was willing to cooperate by subscribing to 
and carrying out the procedures that were required for 
safe practices, such as wearing masks, gloves, and film 
badges and using showers and special washing tech- 
niques when required. The key to all of this is the maxi- 
mal permissible concentration of the toxic material for 
an eight-hour working day. Previous to 1942, and even 
to a great extent today, many concentrations or levels 
used in industry were not based upon extensive experi- 
mental work but were set empirically in conference by 
the “best educated guess.”” Often, measurements made in 
a plant with a good health experience together with meas- 
urements made where toxic effects had occurred were 
used as guides to set “safe” levels. However, with ex- 
perience one soon comes to the conclusion that such 
methods to set “safe” guides are often in great error. A 
sensitive radiation survey meter employed in an indus- 
trial plant where low-level radioactive materials are 
available and widespread is a thought-provoking experi- 
ence to the novice. The unwanted material is every- 
where. 

Technical Problems in Safety Measures.—When in- 
jurious materials are used, good housekeeping depends 
upon meticulous manufacturing techniques, a_ well- 
trained and a cooperative labor force, well-designed ven- 
tilation disposal procedures, and waste recoveries. More 
industries should use radioactive isotope tracers and 
Geiger counters as a production control technique to 
find their losses of materials, which may be both haz- 
ardous and expensive. While the technical problems of 
measuring the permitted safe levels or concentrations of 
any material in dust or fume form are often complex 
and expensive, one must not overlook the mechanisms 
of their dispersion and distribution in space. Concentra- 
tions at a given spot are likely to vary from moment to 
moment throughout the day even though there is little 
obvious change in the manufacturing procedure. This is 
the result of the relatively nonuniform movements of 
the air in the room from random eddy formation, uneven 
turbulence, and mixing. Measurements at the working 
site at the mouth level of the worker should be taken 
at intervals throughout the day and throughout the year 
and over the variety of conditions of his working pro- 
cedure to obtain a maximum and minimum value and 
the average value of the concentration to which he is 
exposed. It is rather rare to find uniform concentrations 
from day to day or during the same day under the usual 
working conditions in an industrial plant. 

Safe Working Conditions.—In considering the work- 
ing conditions in relation to the permissible concentra- 
tions of a particulate or gaseous material, one must keep 
in mind the mechanism of the toxicity; the pathology and 
dysfunctions produced; its pathway into the body; how 
it is absorbed and distributed, excreted, or stored; the 
effects of and time required for repair; latency and re- 
sistance; and periodicity, sensitivity, and other specific 
and nonspecific problems. In total, these are aspects of 
the toxicity of the material, and the type and length of 
hazardous exposure determine the precautions to be 
taken by the individual worker; i. e., the wearing of 
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masks and protective clothing and specific and unusual 
cleaning of parts of the body like the nostrils, ears, arm- 
pits, and groins, and hair. Washing may have to become 
a fine art, and the “change house” has become a fixture 
in many new industries. The laundry bill is an unusual 
and new expense. 

The mask can be a delusion and a snare and must be 
judged upon the basis of the purpose that it serves. 
Often the more effective the mask is against fine parti- 
cles, the greater barrier it is to breathing. Like so many 
processes, the stopping power of a filter is a percentage 
affair. Its filter has a time end-point in relation to the 
quantity of dust present and the minimum particle size. 
The smaller the particle the smaller the pores must be to 
have maximal effect. The air stream is reduced accord- 
ingly, and so is the efficiency of the workman. It is better 
to so design the industrial process that a mask is not 
required in the operation. While the equipment is more 
expensive in the first cost, the labor cost is likely to be 
less. The losses of expensive material are also likely to 
be less. 

EXPERIMENTAL BIOLOGICAL PROGRAM 


To return to the setting of the standards, many of the 
problems inherent in the manufacturing process are 
faced also by the experimental biological program. If 
and as these are worked out, a great deal of valuable in- 
formation can be made available to the industry. First 
is the problem of measurement. The limits of accuracy 
must be defined and the simplest and most economical! 
measuring equipment and techniques devised if the 
maximal safe concentration is to be widely used and en- 
forced. Second, if it is a dust, the particle size is an 
important factor in dispersion and in recovery by air 
filters, electrostatic precipitators, and masks. Most im- 
portant of all, when inhaled, the particle size of the dust 
determines to a great extent the penetration into the 
respiratory tract and thus its ultimate absorption or ex- 
cretion via the sputum. Even “insoluble” material fre- 
quently becomes soluble when in a very fine (collodial 
range) state. The experimentalist team has considerable 
difficulty in designing suitable dust inhalation chambers 
for exposing test animals to a uniform concentration of 
a definite particle size, range, and constant concentration 
over an eight-hour period five times a week for a long 
period (one year) comparable to a workman’s ex- 
posure in the plant. To achieve uniform conditions in 
a “dust chamber” is a great and presently almost un- 
solved problem. Each material has physical properties 
that differ from others. The animals themselves, their 
position in relation to each other, and the chamber walls 
disturb the internal system of air and dust flow. The dust 
accumulated on his fur, the amount that he may lick off 
and swallow while being exposed, the effect of the pres- 
ence of his excreta and his need for water, together with 
the large number of animals required for the final year- 
long run under identical conditions, eight hours a day, 
five days a week, under low-level tolerance exposures, 
all pose trying problems. These complexities require a 
large budget and much space, both for the chambers and 
the accessory equipment and cages and for the large num- 
ber of healthy animals kept under otherwise ideal condi- 
tions. Most important is the assembly of a team of 
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It has been said that the medica! profession (and its 
science) is the only profession that is trying to elimi- 
nate its own job. To a great extent this is true, and recent 
developments have given good evidence in this respect; 
however, there are many diseases still unconquered and 
still with us on every hand. While this revolution in our 
ability to combat infectious disease has come about in 
medica! practice, our society has been changing too. 
Our population has grown tremendously and so rapidly 
as to create numerous new problems. We have become 
very thoroughly mechanized. Even our farming, once 
an individual, hand process, is becoming highly organ- 
ized and factory-like. The chicken and the egg are con- 
sidered from the standpoint of a biological factory—so 
many tons of food under the right conditions result in so 
many pounds of chicken meat or so many eggs per week. 
Our land-grown food is produced with fine calculations 
as to the fertilizer, mineral content, and water require- 
ments in relation to the protein and other products de- 
sired. Many new artifices and factory-like procedures 
enter every part of our everyday life. The hazards to 
our nutrition, our children’s growth, and our own psyches 
are as yet unknown. With this mechanization and the 
industrial requirements to provide it in all of its various 
facets, we not only have the human wastage from direct 
injury and wear and tear, but we have increasing pollu- 
tion of our fresh water and land, and now, of late, even 
the air and ocean by industrial and human wastes and 
the wastes accumulated by human usage. 


HAZARDOUS SUBSTANCES 

Medical men have long been familiar with the haz- 
ards of inhaling certain dusts and fumes produced in the 
manufacture of lead, mercury, and arsenic-bearing ores. 
Rather recently we have recognized the lesions in the 
lungs produced by silicon crystals and beryllium dust, 
the kidney injury produced by uranium and mercury, 
osteopetrosis (marble bones) produced by chronic fluo- 
ride exposure, and, of course, the insidious effects on the 
bone marrow by the bony deposits of radioactive sub- 
stances of the radium, thorium, and uranium series, as 
well as by some of the fission products or artificially pro- 
duced radioactive materials. On every hand we have 
new “advances,” each with an unknown and possibly 
hazardous component. There are new plastics, artificial 
rubber products, new alloys, new solvents, new cracking 
processes in refineries, new antiknock substances, new 
fuels for jet engines, new pesticides, new weed killers, and 
more asphalt surfaces. Wherever there is more of every- 
thing there are more people, and vice versa. Noise is 1 
factor too, not only the noise of fabrication but that of 
transportation and communication. Wherever man goes 
and suffers an injury there goes the doctor too. Thus, 
the doctor must be familiar with all of man’s hazards if 
he is to be effective in preventing, diagnosing, and al- 
leviating the injury. We, therefore, still have a need for 
the individual’s care by the industrial physician with spe- 
cial knowledge of these new things. We also need the 
new kind of public health through the occupational 
health physician who has new and special knowledge of 
these new things. 

How do we know where the hazards lie? In the past 
the role of some toxic or injurious material in producing 
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an injury to a workman was gradually worked out by an 
accumulation of human cases. Rarely was the biological 
scientist interested in the problem. Between World Wars 
I and II some information on hazardous substances was 
obtained from experimental work initiated by the Chemi- 
cal Corps, the Bureau of Mines, the Food and Drug Ad- 
ministration, and the United States Public Health Serv- 
ice at a few university laboratories (Cincinnati, Harvard, 
and special groups like Saranac) and from the begin- 
nings of animal study of the effects of new substances 
used in their industry by a few forward-looking large 
industrial companies. Although large for their times, 
most of these experiments were done upon a relatively 
small scale, and the results were slow in being applied by 
industry. The first large-scale employment of dust and 
fume chambers and large-scale mass-testing experiments 
on animals for the developing of standards for industrial 
practice was probably initiated by the Manhattan En- 
gineering District during World War II. It was impera- 
tive that safe operating levels be established for person- 
nel in the plants producing a large number of atomic 
bomb materials of all sorts, so that the plants could be 
built accordingly. It is interesting now to realize that, 
while the safety of the worker was a factor, it was not 
the overriding one; the prime element was security. 
There must be no losses of telltale radioactive materials 
that might give away the program, nor, and most im- 
portant of all, must there be any mysterious illness or 
deaths from the process of manufacture that might cause 
comment outside of the plant or create a psychological 
barrier against employees seeking work in such a hazard- 
ous plant. 
HEALTH STANDARDS 


Thus, health standards had to be set for radiation- 
emitting substances and new chemical materials whose 
specific effects upon the body were essentially unknown. 
These health standards had to be available in time to set 
the design for the ventilation, manufacturing processes, 
and other procedures. Often construction dates were 
little more than a year away, and therefore a prolonged 
experiment could only be done once. Previous patterns 
of biological research on these materials had been on 
such a small scale that little that was definitive in the 
way of standards for safe practice could be found either 
in the literature or in existing laboratories. New stand- 
ards were found from large-scale animal exposures suffi- 
cient in number of dosage levels and animals to avoid 
the need for repetition. The safety experience gained in 
this war program has probably influenced greatly the 
viewpoint of industry, and even that of the medical pro- 
fession, in the matter of preventive medicine in industry, 
not so much because it was new but because it had a 
special aura of national importance on the one hand and 
of peculiar hazard on the other. The standards set dur- 
ing the war and since have been maintained, and prob- 
ably the safest industry today is the program of the 
Atomic Energy Commission. I believe that both its ac- 
cident rate and its compensation insurance rates and 
costs are still the lowest in the country, yet they operate 
the most potentially hazardous industry. How was this 
achieved? First of all, management was willing to go to 
the expense and trouble of building in the proper safe- 
guards and disposal and ventilating systems when the 
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plants were built, and then it established the procedures 
and techniques necessary to maintain the health stand- 
ards. Labor was willing to cooperate by subscribing to 
and carrying out the procedures that were required for 
safe practices, such as wearing masks, gloves, and film 
badges and using showers and special washing tech- 
niques when required. The key to all of this is the maxi- 
mal permissible concentration of the toxic material for 
an eight-hour working day. Previous to 1942, and even 
to a great extent today, many concentrations or levels 
used in industry were not based upon extensive experi- 
mental work but were set empirically in conference by 
the “best educated guess.” Often, measurements made in 
a plant with a good health experience together with meas- 
urements made where toxic effects had occurred were 
used as guides to set “safe” levels. However, with ex- 
perience One soon comes to the conclusion that such 
methods to set “safe” guides are often in great error. A 
sensitive radiation survey meter employed in an indus- 
trial plant where low-level radioactive materials are 
available and widespread is a thought-provoking experi- 
ence to the novice. The unwanted material is every- 
where. 

Technical Problems in Safety Measures.—When in- 
jurious materials are used, good housekeeping depends 
upon meticulous manufacturing techniques, a_ well- 
trained and a cooperative labor force, well-designed ven- 
tilation disposal procedures, and waste recoveries. More 
industries should use radioactive isotope tracers and 
Geiger counters as a production control technique to 
find their losses of materials, which may be both haz- 
ardous and expensive. While the technical problems of 
measuring the permitted safe levels or concentrations of 
any material in dust or fume form are often complex 
and expensive, one must not overlook the mechanisms 
of their dispersion and distribution in space. Concentra- 
tions at a given spot are likely to vary from moment to 
moment throughout the day even though there is little 
obvious change in the manufacturing procedure. This is 
the result of the relatively nonuniform movements of 
the air in the room from random eddy formation, uneven 
turbulence, and mixing. Measurements at the working 
site at the mouth level of the worker should be taken 
at intervals throughout the day and throughout the year 
and over the variety of conditions of his working pro- 
cedure to obtain a maximum and minimum value and 
the average value of the concentration to which he is 
exposed. It is rather rare to find uniform concentrations 
from day to day or during the same day under the usual 
working conditions in an industrial plant. 

Safe Working Conditions.—In considering the work- 
ing conditions in relation to the permissible concentra- 
tions of a particulate or gaseous material, one must keep 
in mind the mechanism of the toxicity; the pathology and 
dysfunctions produced; its pathway into the body; how 
it is absorbed and distributed, excreted, or stored; the 
effects of and time required for repair; latency and re- 
sistance; and periodicity, sensitivity, and other specific 
and nonspecific problems. In total, these are aspects of 
the toxicity of the material, and the type and length of 
hazardous exposure determine the precautions to be 
taken by the individual worker; i. e., the wearing of 
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masks and protective clothing and specific and unusual 
cleaning of parts of the body like the nostrils, ears, arm- 
pits, and groins, and hair. Washing may have to become 
a fine art, and the “change house” has become a fixture 
in many new industries. The laundry bill is an unusual 
and new expense. 

The mask can be a delusion and a snare and must be 
judged upon the basis of the purpose that it serves. 
Often the more effective the mask is against fine parti- 
cles, the greater barrier it is to breathing. Like so many 
processes, the stopping power of a filter is a percentage 
affair. Its filter has a time end-point in relation to the 
quantity of dust present and the minimum particle size. 
The smaller the particle the smaller the pores must be to 
have maximal effect. The air stream is reduced accord- 
ingly, and so is the efficiency of the workman. It is better 
to so design the industrial process that a mask is not 
required in the operation. While the equipment is more 
expensive in the first cost, the labor cost is likely to be 
less. The losses of expensive material are also likely to 
be less. 

EXPERIMENTAL BIOLOGICAL PROGRAM 

To return to the setting of the standards, many of the 
problems inherent in the manufacturing process are 
faced also by the experimental biological program. If 
and as these are worked out, a great deal of valuable in- 
formation can be made available to the industry. First 
is the problem of measurement. The limits of accuracy 
must be defined and the simplest and most economical 
measuring equipment and techniques devised if the 
maximal safe concentration is to be widely used and en- 
forced. Second, if it is a dust, the particle size is an 
important factor in dispersion and in recovery by air 
filters, electrostatic precipitators, and masks. Most im- 
portant of all, when inhaled, the particle size of the dust 
determines to a great extent the penetration into the 
respiratory tract and thus its ultimate absorption or ex- 
cretion via the sputum. Even “insoluble” material fre- 
quently becomes soluble when in a very fine (collodial 
range) state. The experimentalist team has considerable 
difficulty in designing suitable dust inhalation chambers 
for exposing test animals to a uniform concentration of 
a definite particle size, range, and constant concentration 
over an eight-hour period five times a week for a long 
period (one year) comparable to a workman’s ex- 
posure in the plant. To achieve uniform conditions in 
a “dust chamber” is a great and presently almost un- 
solved problem. Each material has physical properties 
that differ from others. The animals themselves, their 
position in relation to each other, and the chamber walls 
disturb the internal system of air and dust flow. The dust 
accumulated on his fur, the amount that he may lick off 
and swallow while being exposed, the effect of the pres- 
ence of his excreta and his need for water, together with 
the large number of animals required for the final year- 
long run under identical conditions, eight hours a day, 
five days a week, under low-level tolerance exposures, 
all pose trying problems. These complexities require a 
large budget and much space, both for the chambers and 
the accessory equipment and cages and for the large num- 
ber of healthy animals kept under otherwise ideal condi- 
tions. Most important is the assembly of a team of 
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dedicated workers—an engineer and gadgeteer, a physi- 
cist, an electron microscopist, a biochemist, a patholo- 
gist, and others. 

This is a frustrating type of research unless it has the 
rest of the approach to go with it. A new industrial 
process uses a new compound or substance with a known 
chemical formula. A few rather extensive experiments 
are done by intramuscular and intravenous injection and 
by feeding experiments to determine the basic toxicity 
and the site of damage and the symptoms of dysfunction. 
Then, using a relatively small number of animals in each 
group, a 10-day trial is made over a wide range of dosage, 
with feeding and inhalation exposure. Large enough 
concentrations are used to obtain some lethal effects. 
After these animals are killed and examined, the dosage 
is scaled down and a 30-day run is made, the levels being 
set to achieve some lethal effect. These animals are then 
killed and studied. About six months has elapsed, and 
a great deal is now known about the material. The long- 
term (approximately one year) minimal concentration 
levels are now tried with the range set to show just an 
effect with some of the animals and to show no demon- 
strable difference from the controls with other animals. 
At the end of the program the animals are killed and ex- 
amined as before. If the design was good and the ex- 
pected survivals occurred as in the controls, the results 
are comparable to similar experimental runs in the same 
species with other materials. For all this trouble and ex- 
pense, one has only a few points on a curve. Yet, they 
are of relative value within the species, and, when the 
art progresses sufficiently, we may have a ratio to extrap- 
olate with some accuracy from animal to man. At pres- 
ent there is considerable discussion as to the validity of 
this extrapolation, and often, in setting the value for man, 
a factor of safety is incorporated. The value for the 
animal is frequently reduced by a factor of 10. The “no 
exposure” policy developed for radiation hazard by the 
University of Chicago metallurgic laboratory group un- 
der Robert Stone during the Manhattan District era is one 
that we should all like to see applied, but it is unlikely 
that such an ideal will be reached in most industries. 

It may be said that the experimenters get little return 
for their long effort unless they are permitted to explore 
the interesting side-effects that may be found during these 
routine daily chores. There must be enough of these ex- 
cursions provided in the budget to keep good men in the 
field. Otherwise such work will not be done. Aside from 
the great cost of these long experiments, the routine 
character of the experiment has not attracted scientists 
into this field, and thus, not much of this type of work 
has been done. Liquids and gases are special problems, 
and, while they are easier to use in the chamber, they 
are often difficult to standardize biologically in other 
ways. 

OCCUPATIONAL HEALTH PROBLEMS IN 
METROPOLITAN CENTERS 

There is another aspect of occupational health that 
must be considered here. Up to now we have been con- 
cerned with the workman in industry, and the exposure 
has been that of the eight-hour day. Most of our large 
industrial areas are developed in and around a large 
metropolitan center. Many of these cities have a meteor- 
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ologic situation conducive during part of the year to 
the production of what has recently been termed as 
“smog.” This is a combination of fog and other things 
presumably arising from smoke, industrial effluents, en- 
gine exhausts, and other -ources. This mixture is formed 
under an inversion layer at a time when there is little or 
no wind and turbulence. Visible moisture or fog may 
not be evident. That this may be hazardous to popula- 
tions has been demonstrated by reported episodes in 
London, England, and Donora, Pa., and elsewhere. 
Communities have become aware of their potential dan- 
ger and have set up control facilities and policing agen- 
cies in the attempt to eliminate this hazard. Some of the 
toxic elements have been identified (sulfur dioxide, 
carbon monoxide); others are presumably hazardous 
(hydrocarbons plus oxides of nitrogen in bright sunlight 
may form toxic amounts of ozone). Many others are un- 
identified. The situation probably varies greatly from city 
to city and from time to time throughout the year. 

Reliable standards for safe levels and dangerous levels, 
which might be applicable for safeguarding the popula- 
tion under such conditions, do not exist for even the 
known toxic materials. Although published tables give 
safe concentrations of some of these materials, most 
values are not backed by more than by what might be 
termed empirical assumptions. Furthermore, values 
given as safe for an eight-hour exposure are not neces- 
sarily applicable for longer periods. The population is 
not made up of “normal workers” but has a variety of 
ages and people in varying conditions of health. Another 
disturbing feature of the “smog” problem is that the ma- 
terial is not cor-f-ned to the contents of a building as it is 
in industry but may be slowly drifting about in a large 
mass at near ground level and may be anywhere at a 
given time. This makes detection, measurement, and 
public safety a difficult situation. Prevention is, of course, 
the key to the situation, but what may be safe during a 
windy day may not be sate during a “smog” cycle. To 
close up all sources of air pollution is at present an im- 
possibility, particularly since the known sources are so 
numerous and so widespread. It would appear that a 
great deal of biological experimental work in setting safe 
standards will be required on the known elements and 
other hazardous elements of “smog” as soon as they are 
identified. 

Many communities do not have the proper legal ma- 
chinery to deal simply with the evacuation problem if it 
would become necessary to remove people from a dan- 
gerous situation. Most of our public health laws pertain 
to procedures for preventing people from leaving areas 
(quarantine). Most local and state disaster acts have 
the mechanisms required to evacuate homes and feed 
people and pay for these costs, but in some jurisdictions 
the procedure is awkward and needs clarification. 

Radioactive Contamination.—While radioactive con- 
tamination has been a part of the deliberations of another 
section of this 15th Annual Congress on Industrial 
Health, for the sake of completeness one must mention 
safeguarding the public from the radioactive materials 
that are used in hospitals and industry. The amount 
used has gradually increased to the point where they are 
no longer a negligible factor in our sewage and therefore 
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have a potential hazard to our food and water supply. 
The great concentrating power of the roots of plants must 
not be overlooked. Thus, what may be considered a 
safe, low-level radioactive contamination with long-life 
material may be an insidious hazard if it becomes availa- 
ble to the plant and thus our food cycle. Adequate con- 
trols and their enforcement may eliminate this hazard 
except in the case of an atomic war. In such an eventual- 
ity, the over-all, long-time, insidious hazard to large num- 
bers of our population could readily reach fantastic pro- 
portions. Many of the problems that atomic warfare 
would create are capable of solution by adaptation of the 
same sound principles of good public health practice that 
have been used to safeguard the public against the spread 
of disease. However, some special procedures will have 
to be devised for safeguarding our people. While many 
seem complex and impractical now, if they are required 
for survival, we will learn to use them. The race has 
always done whatever was necessary for survival. It may 
mean a return to a very primitive existence for a period. 
The cost of avoiding contamination in everyday living 
might require all of our energy and time available beyond 
that required for basic food and shelter. 

Eliminating Hazards.—In order to function effec- 
tively, the physician in occupational health has to be 
familiar with the problems of the industrialist—why he 
does things a certain way, what things affect his costs. 
Most industrial procedures are composed of a series of 
simple steps multiplied many times. The elimination of 
hazards must be developed in the same way, through 
simple steps multiplied many times, if possible, without 
delaying or otherwise increasing the cost of the opera- 
tion. The workman must understand the reasons for 
complying with the safeguards. This is an educational 
procedure and also a problem in communication. It 
often starts with management passing down the informa- 
tion through the foreman and the steward to the work- 
man. The union has to be convinced. Great patience 
and tact are required. Some knowledge of engineering 
and a sense of humor are of great value to the physician. 


NEED FOR MORE MEDICAL SCIENTISTS 

From a review of the problems confronting the doctor 
in the occupational health field, it would appear that 
there is a great deal to be done in the way of mutual 
education and spread of technical knowledge among the 
agricultural, meteorologic, medical, engineering, bio- 
physical. chemical, industrial labor, and management 
groups. There is almost a new frontier here daily in 
considering safe practices and safe levels of exposure 
for new developments. From the medical-biological 
standpoint, even though there are many familiar ele- 
ments, a very different approach is required than what 
is currently called industrial medicine. While there are 
a few medical and other scientists interested in this field, 
the magnitude of the problems confronting them are so 
great that every effort should be made to train more men 
in this field. There has been and still is a great scarcity 
of research in solving serious basic problems con- 
fronting both industry and the community. Such re- 
search is urgently needed and should be done on an 
appropriate scale to achieve the necessary data within 
a reasonable time. There are essentially five areas in the 
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United States that have acute industrial and community 
problems (smog) peculiar to themselves. These are 
the metropolitan areas of (1) New York City and New 
Jersey, (2) Pittsburgh, (3) Detroit and Chicago, (4) 
Los Angeles, and (5) San Francisco and Seattle. In 
each of these locations there should be built and subsi- 
dized a university-connected research laboratory. Train- 
ing of personnel should be a salient feature of this pro- 
gram. Each should be the focal point for its area. While 
state and local support should play some part, the 
product data and trained personnel from these labora- 
tories are useful to the nation as a whole and thus might 
be subsidized by a federal grant-in-aid procedure. They 
should be integrated with a university program so that 
training and consultation from other experts may be 
available. Agriculture must not be overlooked, both be- 
cause of the rapid development of pesticides and weed 
killers for large-scale use and because many vegetables 
and plants are equally sensitive to industrial and other 
air pollutants. 

It is my belief that the subject is both broad and im- 
portant enough to warrant setting up a joint commission 
at the national level to consider both technical prob- 
lems and social consequences. Such a commission, made 
up of representatives of labor, management, government. 
and the affected professional groups, could define the 
basic problem, determine areas of needed study and in- 
vestigation, and ultimately assign responsibility for con- 
tinuing supervision and implementation. I hope real con- 
sideration will be given to the best ways to proceed in 
order to reach common understanding and mutual help- 
fulness. And, to the adventurous medical student who 
would like to deal with mass problems rather than those 
of the individual, and who perhaps has some mechanical 
bent, the broad field of occupational health should offer 
a great challenge in our industrial age. 


Hormonal Treatment of Allergy.—Cortisone and hydrocortisone 
are useful therapeutic agents in selected cases of allergic and 
related disorders. . . . These steroids possess potentially danger- 
ous side effects. . . . Long-term maintenance therapy has proved 
more dangerous than short-term treatment. It has become 
fashionable to condemn the use of cortisone and hydrocortisone. 
but it may be necessary to employ these steroids if other therapy) 
proves unavailing. . . Each patient with severe allergic and 
related disease |Should] be studied with care before being placed 
upon corticosteroid therapy. Such treatment is often far easier 
tO initiate than to terminate. If cortisone and hydrocortisone 
are to be used, the patient should also be taken into the physi- 
cian’s confidence and should be made aware of the drawbacks 
as well as the advantages of steroid therapy. If long-term main- 
tenance therapy is necessary, the doctor and patient must co- 
operate throughout treatment. The patient should be seen at 
frequent intervals and examined thoroughly. He must likewise 
be instructed to report all deviations from normal. . . . All 
possible means of protecting the patient from undesirable side 
effects must be explored. The steroid chemists are searching 
for effective and safer compounds. New compounds are rapidly 
becoming available, but only time and careful clinical evaluation 
of each will determine its true worth. . . . The search for the 
modes of action of these adrenocortical steroids must be con- 
tinued and encouraged. Success in this field of investigation 
may ultimately lead to safer use of these agents, and perhaps 
will even bring about a better understanding of allergic and 
related diseases.—W. S. Burrage, M.D., and others, The Use 
of Cortisone and Hydrocortisone in Allergy, Annals of Internal 
Medicine, November, 1955, 
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INFLUENCE OF ANESTHESIA ON 
CESAREAN 


Peere C. Lund, M.D. 


It is generally agreed that the choice of anesthesia tn 
cesarean sections is of particular importance because 
there are at least two lives to be considered, and unfor- 
tunately the anesthetic that appears ideal for the mother 
may actually be unsatisfactory or even dangerous for the 
fetus. The numerous articles in the current medical lit- 
erature dealing with this subject indicate that there is a 
wide divergence of opinion regarding the choice of 
anesthesia for this procedure.' I believe that many ot 
the positive opinions expressed are based on the ma- 
ternal mortality and morbidity rates without a thorough 
consideration of the effect upon the fetus. A review of 
the current literature dealing with infant mortality rates 
in cesarean sections likewise reveals a marked dis- 
crepancy.” This is in a large measure due to the use ot 
variable standards. Some authors, for example, when 
expressing fetal mortality rates consider only term in- 
fants (weighing 2,500 gm. and over), while others con- 
sider only infants weighing over 1,000 gm. The rather 
common use of the “estimated period of gestation” also 
causes confusion and never can be considered accurate. 
In this series the standard used is fetal weight, and any 
infant who did not leave the hospital alive, regardless of 
how long after delivery, was considered a mortality. 

There are numerous factors that may contribute to 
fetal mortality in cesarean section.’ The commonest 
perinatal causes of infant mortality are: (1) anoxia due 
to such factors as placenta previa or abruptio, prolapse 
of the cord, or prolonged labor; (2) prematurity; (3) 
malformations; (4) erythroblastosis fetalis; (5) trauma 
or infections during delivery; (6) abnormal pulmonary 
function usually due to hyaline membrane disease or 
intra-alveolar hemorrhage; (7) various other conditions 
such as maternal diabetes, syphilis, or toxemia; (8) 
anesthetic agents, directly due to central depressant ac- 
tion on the fetus or secondarily due to maternal hypo- 
tension; and (9) various unknown maternal or fetal 
causes. The prime factor in most instances, however, is 
the maternal complication for which the operation is 
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INFANT MORTALITY RATE IN 
SECTIONS 


Johnstown, Pa. 


performed. Second in significance is the period of gesta- 
tion or the weight of the fetus. The immediate manage- 
ment and resuscitation of the infant after delivery also 
plays a vital role in survival rates. To estimate accu- 
rately the role played by anesthesia all other factors that 
influence infant mortality rates must be eliminated or 
excluded. Similarly to estimate the relative influence of 
various types or anesthesia upon infant mortality rates 
similar conditions must prevail. Obstetricians frequently 
refer to a rather vague term the “intrinsic fetal mortality 
rate in cesarean sections.” ' I believe from this study 
that a large percentage of this so-called intrinsic mor- 
tality rate is actually due to the effects of anesthesia, the 
notable exception in some cases being death due to 
intracranial hemorrhage. 

The premedication is varied with the type of anes- 
thesia employed and the condition of the fetus. In un- 
complicated cases before conduction anesthesia, seco- 
barbital (Seconal), 1.5 grains (0.1 gm.), is administered 
two hours preoperatively and meperidine (Demerol) 
hydrochloride, 50 to 100 mg., with scopolamine, 1/150 
to 1/200 grain (0.4 to 0.3 mg.), one hour preoperatively; 
before balanced anesthesia or administration of cyclo- 
propane alone, scopolamine, 1/150 grain (0.4 mg.), is 
given one hour preoperatively. In cases in which fetal 
anoxia is known to be present only scopolamine is given. 


TYPES OF ANESTHESIA 
All the cesarean sections in this series were performed 
with one of the following three types of anesthesia: lum- 
bar analgesia (spinal anesthesia), balanced anesthesia, 
or epidural anesthesia. Similar techniques were used in 
each instance to keep the number of variable factors at 
a minimum. 


Lumbar Analgesia.—Hypobaric tetracaine (Ponto- 
caine) hydrochloride solution, 0.1% , was utilized in each 
instance. The patient is placed on her side without a 
pillow. The operating table is inclined so that the pa- 
tient’s head is just below the horizontal. From 9 to 11 
cc. of the solution is injected slowly. No solution is 
injected during labor pains. At the completion of the 
injection the patient is quickly turned on her back and 
the table placed in a slight Trendelenburg position. The 
onset of anesthesia is rapid (4 to 5 minutes) and extends 
over a 60 to 90 minute period. Following delivery small 
amounts of thiamylal (Surital) sodium are administered 
if somnolence is desirable. Lumbar analgesia was em- 
ployed in 423 cases in this series. 

Epidural Anesthesia.—Epidural anesthesia was in- 
duced with 20 to 25 cc. of 2% hexylcaine (Cyclaine ) 
hydrochloride or lidocaine (Xylocaine) hydrochloride 
solution. The patient is placed in the lateral position 
with a pillow under her head on an operating table in a 
slightly reversed Trendelenburg position. The epidural 
needle is introduced in the lower lumbar region and ad- 
vanced until it impinges on the ligamentum flavum. The 


158% 
Vil 
195 


Vol. 159, No. 17 


Stilet is then removed, and a 5 cc. syringe previously 
filled with distilled water is connected to the needle. The 
epidural needle is then advanced slowly with the left 
hand while firm pressure is applied to the plunger of the 
syringe with the right hand. The sudden advance of the 
plunger of the syringe indicates that the needle has en- 
tered the epidural space. The sudden complaint by the 
patient of a burning pain, caused by the distilled water, 
is further evidence that the epidural space has been 


TarRLe 1.—IJndications for Cesarean Section, by Type 
of Anesthesia 


Anesthesia 


Total Bal- 
Indications No. Lumbar anced * Epidural 
Cephalopelvie disproportion........ 195 114 69 12 
Previous cesarean section........... 216 140 
Uterine inertia or dystocia.......... 61 4 13 2 
Placenta abruptio or previa........ a) 46 42 9 
Eeclampsia or preeclampsia.......... 23 3 
Chronic pyelonephritis............... 2 1 
4 2 2 
Tumors or congenital detfects....... 7 i 2 ] 
Diseases of hip or spine............. ( 4 2 Ae 
Heart disease (decompensation).... hi 13 2 1 
Rh negative (multipara)......... 
Abdominal pregnancy............... l 
Syphilis or diabetes mellitus....... 3 2 
Vaginal plastic repair............... 1h 1? 1 2 


* Balanced anesthesia used was induced with eyclopropane and thia- 
mylal (Surital) sodium. 


entered. Five cubic centimeters of the desired anes- 
thetic solution is then rapidly administered to stop the 
burning pain. After careful aspiration in all planes to 
make certain that the needle has not punctured the dura 
an additional 15 to 20 cc. of the anesthetic solution is 
slowly injected. The patient is then turned on her back, 
but the table remains in the reverse Trendelenburg posi- 
tion 5 to 10 minutes before being positioned according 
to the desires of the obstetrician. Following delivery 
small amounts of thiamylal sodium are administered if 
somnolence is desired. Epidural anesthesia was em- 
ployed in 45 cases in this series. 

Balanced Anesthesia.—When all is in readiness for 
the abdominal skin preparation anesthesia is induced 
with 5 cc. (100 mg.) of thiamylal sodium and cyclopro- 
pane is then administered by the closed circle absorption 
technique. Sufficient anesthesia is given to prevent mus- 
cular movement until after delivery of the baby. When 
an endotracheal tube is passed, 20 to 30 mg. of suc- 
cinylcholine chloride is utilized to induce maximum re- 
laxation. In these cases controlled respirations are re- 
quired to rapidly attain a sufficient depth of anesthesia 
for surgery. The skin incision is made as soon as possible 
after the induction with thiamylal sodium, and the baby 
is rapidly extracted. This method of anesthesia was em- 
ployed in 203 cases. 


RESULTS OF STUDY 

The 671 cesarean sections resulted in the delivery of 
676 infants, including one set of triplets and three pair 
of twins. There were 68 fetal deaths in 63 cesarean sec- 
tions, which is a gross fetal mortality rate of 10% occur- 
ring in 9.4% of the sections. The corrected fetal mortal- 
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ity rate that was obtained by eliminating the stillbirths 
and the severe congenital deformities was 5.6%. One 
maternal death occurred in this series, but the baby sur- 
vived. A 26-year-old multipara while undergoing a re- 
peat cesarean section developed cardiac arrest secondary 
to a pulmonary embolism and died approximately six 
hours postoperatively of cerebral anoxia. The gross mor- 
tality rate in this series appears rather high; however, a 
more accurate picture is reflected by the corrected figure. 
Table | lists the indications and types of anesthesia used 
for the cesarean sections. 

Causes of Fetal Mortality.—Table 2 summarizes the 
gross causes of fetal mortality in this series. This series 
was divided into two groups depending on the presence 
or absence of Known maternal complications that might 
affect fetal mortality. The advent of labor or the presence 
of prematurity per se were not considered as factors in 
this division because the relative survival of the prema- 
ture infant was considered to be significant. 

Uncomplicated Cesarean Sections.—There were 450 
cesarean sections performed in which there were no 
known maternal complications that might cause fetal 
mortality. Indications for surgery and number of cases 
were: cephalopelvic disproportion, 193 (113 with lum- 
bar analgesia, 68 with balanced anesthesia, and 12 with 
epidural); previous cesarean section, 215 (139 with lum- 
bar analgesia, 54 with balanced anesthesia, and 22 with 
epidural); elderly primipara, 27 (16 with lumbar anal- 
gesia, 9 with balanced anesthesia, and 2 with epidural); 
and vaginal plastic repair, 15 (12 with lumbar analgesia, 
one with balanced anesthesia, and 2 with epidural). Thus, 
of the total 450 cesarean sections performed, 280 were 
done with lumbar analgesia, 132 with balanced anes- 
thesia, and 38 with epidural. A statistical analysis of the 
fetal deaths that occurred in these cases shows that the 
indications for cesarean sections and the type of anes- 
thesia employed in the cases in which perinatal mortality 


TaeLte 2.—Causes of Fetal Mortality 


Anesthesia 
Total Bal- 
Pathological Conditions No. Lumbar anced Epidural 
Hyaline membrane disease with ate- 

Congenital deftormities.............. 5 3 9 
Erythroblastosis fetalis............. 1 1 
Intraventricular hemorrhage........ 1 
1 1 

Total no. fetal deaths.......... 6s 36 
No. sections with fetal mortality.. 63 35 25 3 
Gross mortality rate, %............ 10.1 8.5 14.3 6.7 
Corrected mortality rate,* ™....... 5.3 4.5 2.3 


* Exeluding stillbirths and congenital deformities. 


occurred are: cephafopelvic disproportion, six (four with 
lumbar analgesia and two with balanced anesthesia); 
previous cesarean section, seven (five with lumbar anal!- 
gesia and two with balanced anesthesia); and elderly 
primipara, one (with balanced anesthesia). In this group 
there were 14 fetal deaths, with 9 occurring following 
lumbar analgesia and 5 after balanced anesthesia. This 
results in a gross fetal mortality rate of 3.1% (3.2% 
with lumbar analgesia, 3.8% with balanced anesthesia, 
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and none with epidural anesthesia). The over-all cor- 
rected mortality rate, excluding stillbirths and severe con- 
genital deformities, is 1.8% (1.8% with lumbar anal- 
gesia, 2.3% with balanced anesthesia, and none with 
epidural anesthesia). Thus the corrected mortality rate 
with conduction anesthesia is only 1.6%. 

The cause and number of cases of neonatal death in 
uncomplicated cesarean sections in which lumbar anal- 
gesia was used were: stillbirth, one; hydrocephalus, two; 


Tarte 3.—Complicated Cesarean Sections, 
hy Type of Anesthesia 
Anesthesia 
— — 


| Bal- 
Indications No. Lumbar anced Epidural 


Rh negative (multipara)......... 1 
Abdominal pregnancy............... 
Syphilis or diahetes mellitus........ y 3 


Placenta abruptio or previa........ OH) 46 42 2 
Uterine inertia, cervical dystocia... 62 46 14 2 
Eeclampsia or preeclampsia.......... 25 23 2 ee 
Chronie pyelonephritis............... 1 1 
4 2 2 
Tumors or congenital detects...... 7 4 2 1 
Diseases of hip or spine............ ( { 2 ae 
Heart disease (decompensation).... 1 13 2 1 
Fetal prolapsed cord................ 1 

1 

] 


to 


erythroblastosis, one (in an intant who lived three days ) ; 
prematurity, three; congenital heart disease, one; and 
atelectasis, one. The weight and life span of each of the 
three premature infants were: (1) 1,167 gm. (2 Ib. 9 02.) 
and lived five hours; (2) 1,667 gm. (3 lb. 10 oz.) and 
lived six hours: and (3) 2,196 gm. (4 Ib. 13 oz.) and 
lived one day before dying of an intraventricular hemor- 
rhage. In this group there were two term infants, one 
weighing 3,345 gm. (7 lb. 6 oz.) who lived four days 
before dying of an intraventricular hemorrhage and 
congenital heart disease. The other infant, who weighed 
3,770 gm. (8 Ib. 5 0z.). was subjected to a 28 hour labor 
before cesarean section was performed. Respirations 
in this infant were depressed, and slight cyanosis was 
present when the infant was delivered. Much thick, 
tenacious secretion was aspirated from the oropharynx 
and trachea. This infant never achieved a satisfactory 
respiratory exchange and died on the second day of 
hyaline membrane disease with atelectasis. Anesthesia 
appeared to play a role in the death of one of the pre- 
mature infants and the term baby who died of atelectasis 
but played no role in the causation of the stillbirth. 

The cause and number of cases of perinatal mortality 
in uncomplicated cesarean sections in which balanced 
anesthesia was used were: stillbirth, one; congenital de- 
formities, One; prematurity, two; and atelectasis, one. 
The weight and life span of the two infants were: (1) 
1,775 gm. (4 lb.) and lived 15 hours, during which time 
respirations were delayed and good color developed fol- 
lowing resuscitation, but death occurred without satis- 
factory respiratory activity having been established; and 
(2) 2,308 gm. (5 Ib. 1 oz.) and lived 5 hours, during 
which time marked depression of respirations and cya- 
nosis was present after delivery, adequate respiratory ex- 
change was not established, and death finally occurred 
due to atelectasis. A full-term infant weighing 2,665 gm. 
(S Ib. 14 oz.) died on the fifth day from bronchopneu- 
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monia and atelectasis. Respiratory activity was de- 
pressed, and slight cyanosis was present after delivery 
that responded quickly to resuscitation. Anesthesia may 
well have played a role in the death of the above pre- 
mature and full-term infants. The stillborn infant in this 
group weighed 1,942 gm. (4 lb. 10 0z.). Cesarean sec- 
tion was indicated because the mother was 41 years old. 
Labor had been present approximately four hours, and 
the membranes were ruptured. There was no apparent 
cause for the stillbirth, and thus anesthesia may well have 
played a role in this death. 


Complicated Cesarean Sections.—Table 3 summar- 
izes the 221 cesarean sections in which there were known 
maternal complications that might affect fetal mortality. 

Complicated Cesarean Sections with Fetal Mortality: 
Table 4 summarizes the fetal mortality that occurred in 
the 221 complicated cesarean sections in this series. A 
set of triplets and two pair of twins are included in this 
group. The causes and number of cases of perinatal 
mortality in complicated cesarean sections in patients 
anesthetized with lumbar analgesia were: stillbirth, 10: 
prematurity with or without other factors, 15; diabetes, 
one; and atelectasis, one. Analysis of the cause of death 
of the 15 premature infants shows that death was thought 
to be due to prematurity in the 6 infants who weighed 
under 1,500 gm. (3 Ib. 5 oz.). Of the remaining nine 
infants, one weighed 1,531 gm. (3 Ib. 6 0z.), lived three 
days after cesarean section due to face presentation and 
uterine inertia in the mother, and died due to prema- 
turity and hemorrhage from the gastrointestinal tract; 
one weighed 1,601 gm. (3 Ib. 12 0z.), lived eight hours, 
showed depressed respiratory exchange with slight cya- 
nosis that was present at birth, lacked good color despite 
the fact that there was apparently adequate tidal ex- 
change, and died due to cerebral anoxia secondary to 


TABLE 4.—Complicated Cesarean Sections with Fetal Mortality, 
by Type of Anesthesia 


Anesthesia 
A 
Total Bal- 
Indications No. Lumbar anced Epidural 
Placenta abruptio or previa *...... 31 12 17 2 
Eclampsia or preeclampsia.......... 7 7 cn ee 
Uterine inertia, cervieal dystocia.... 3 2 1 bs 
Chronie pyelonephritis............... 1 ] 
Tumors or congenital defects...... 2 2 mn 
Rheumatie heart disease............. 1 1 ‘a 
Abdominal pregnancy............... 1 oa 1 
Potal WO. 19 26 20 3 
Total no. fetal deaths.......... t 27 24 3 
Gross fetal mortality rate, %..... 24.4 18.3 33.8 42.8 


Corrected fetal mortality rate, %.. 13.4 12.7 16.0 20.0 


* Including 1 set of triplets and 3 pair of twins. 


intra-alveolar amniotic fluid that had been aspirated be- 
fore delivery, as determined at autopsy; one weighed 
1,658 gm. (3 Ib. 14 0z.), lived four days, was delivered 
by cesarean section because of eclampsia and placenta 
previa, and showed marked respiratory depression and 
mild cyanosis on delivery, which improved rapidly fol- 
lowing resuscitation; and one weighed 1,658 gm. (3 Ib. 
14 oz.), lived eight hours, showed depression of respira- 
tory activity and cyanosis on delivery, had much mucus 


Vil 
195 


159 
55 


Vol. 159, No. 17 

that was aspirated from the trachea and oropharynx, and 
Showed a quick improvement in color but the respira- 
tions remained shallow. The other five weighed 1,573 
gm. (3 Ib. 11 0z.), 1,658 gm. (3 Ib. 14 0z.), 1,875 gm. 
(4 Ib. 2 0z.), 1,956 gm. (4 Ib. 5 0z.), and 2,013 gm. 
(4 lb. 7 oz.). Each of these five infants was delivered 
by cesarean section because of the presence of placenta 
previa, and each lived less than 12 hours. Anesthesia 
cannot be excluded as a contributory factor in the deaths 
in the last six cases but certainly played no part in the 
first three cases. There were two full-term infants in 
this group. The first weighed 3,118 gm. (6 lb. 14 oz.) 
but lived only five hours. The mother was a diabetic, 
and, since no other cause was found, death was con- 
sidered as due to diabetes. The second infant weighed 
3,090 gm. (6 Ib. 13 0z.) and lived 24 hours. Section 
was performed because of placenta previa. Respiratory 
activity was weak upon delivery, but the color was 
good and a large amount of secretion was aspirated from 
the air passages. Cyanosis occurred several hours after 
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The causes and number of cases of perinatal mortality 
in complicated cesarean sections in which balanced an- 
esthesia was used were stillbirth, 14; congenital deform- 
ities, one; and prematurity, 9. The weight and life span of 
the premature infants and the indication for cesarean sec- 
tion were: one weighed 1,531 gm. (3 Ib. 6 0z.), lived 
7 hours, showed delayed and depressed respiratory ac- 
tivity, never achieved adequate pulmonary ventilation. 
and was delivered by cesarean section because of pla- 
centa previa; one weighed 1,956 gm. (4 Ib. 5 oz.), lived 
one day, had cyanosis on delivery secondary to de- 
pressed respiratory activity, had a poor cry, and was 
delivered by cesarean section because of placenta previa; 
one weighed 2,126 gm. (4 Ib. 11 0z.), lived two days, 
had a long delay in obtaining adequate respiratory ex- 
change, had cyanosis, had poor cry, and was delivered 
by cesarean section because of uterine inertia and mild 
preeclampsia; one weighed 1,956 gm. (4 lb. 5 0z.), lived 
14 hours, had cyanosis and depressed respiratory ac- 
tivity, had weak cry, and was delivered by cesarean sec- 


TaBLeE $.—Fetal Mortality Rate, by Weight and Type of Anesthesia 


Tot al 


No. 
Weight Infants 
Gross Rate 

Corrected Rate 
gm. (6 TD. 6 O2.-5 TW. 8 40 


Anesthesia 
Conduetion Balanced Ditfer- 
No. Died % No. Died % 
3 3 Tao 3 100 0 
5 3 100 17 
13 4 Ww Ri) 
2s 3 19 7 36.8 26.1 
4008 15 3.7 17 . 4.7 1 
469 8 7 29 7 
9 9 100 3 3 100 0 
4 1 1 100 
21 10 47.6 { 4 66.6 17 
27 2 7.4 1 1 7.7 Oo. 
309 6 1.5 160 1.5 
454 24 3 7.3 2 


the infant was placed in an incubator. Anesthesia can- 
not be excluded as a contributory factor in the second 
case but we believe that resuscitation may have been in- 
adequate. Anesthesia played no role in the death of the 
first infant. 

The causes of the stillbirths in this group are eclampsia 
or severe preeclampsia present in six cases and placenta 
abruptio necessitating cesarean sections in the other four. 
No heart sounds were heard preoperatively in any of the 
above. Anesthesia was not a contributory factor in any 
of these. 

The cause and number of cases of perinatal mortality 
in complicated cases of cesarean sections in patients 
anesthetized with epidural anesthesia were stillbirth, two; 
and prematurity, one. The premature infant weighed 
1,985 gm. (4 lb. 4 0z.) and died on the second day of 
atelectasis secondary to hyaline membrane disease. Sec- 
tion was performed because of hypertension and chronic 
pyelonephritis. The two stillbirths were due to complete 
placenta abruptio; in neither case were fetal heart sounds 
heard preoperatively. Thus anesthesia was not a con- 
tributory factor to the death of any of the infants in this 
group. 


tion because of placenta previa; three sets of triplets, each 
weighing 907 gm. (2 Ib.) and living less than 3 hours, 
were delivered by cesarean section because of placenta 
previa; and one set of twins, each weighing 1,134 gm. 
(2 lb. 8 oz.) and living 3 hours, and one set of twins, 
each weighing 936 gm. (2 Ib. | oz.) and living 7 hours, 
were delivered by cesarean section because of placenta 
previa. The triplets and twins died because of gross im- 
maturity. In the other four infants, however, anesthesia 
cannot be ruled out as a contributory factor. 

The causes of the 14 stillbirths in 13 complicated ce- 
sarean sections in patients anesthetized with balanced 
anesthesia were: one followed a transverse presentation 
with prolapse of the cord and absence of fetal heart 
sounds preoperatively; 10 (9 sections) were due to com- 
plete placenta abruptio, in none of which fetal heart 
sounds were present preoperatively; and in two cases, 
however, following placenta previa fetal heart sounds 
were heard preoperatively. In only the remaining two 
cases could anesthesia be considered as a possible con- 
tributory factor in the infant mortality. 


Gross Fetal Mortality Rate, by Weight.—Table 5 
summarizes the gross perinatal mortality by weight of 
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the 676 infants delivered in this series. This table indi- 
cates that anesthesia has a marked influence on the gross 
fetal mortality rate of premature infants delivered by 
cesarean section but little influence on that of the full- 
term infants. 

Corrected Fetal Mortality Rate, by Weight.—Table 5 
also summarizes the corrected fetal mortality rate ob- 
tained by eliminating the stillborn infants and those in- 
fants born with severe congenital deformities. None of 
the infants weighing less than 1,000 gm. (2 Ib. 3 072.) 
survived, regardless of the type of anesthesia utilized. 
This table indicates that anesthesia also has a statistically 
significant influence on the corrected fetal mortality rate 
(by weight), particularly in the 1,000 to 2,000 gm. 
(2 Ib. 3 oz. to 4 Ib. 6 oz.) weight group. The infants in 
this series have all been delivered by cesarean section 
under similar conditions and circumstances. This being 
the case it is believed that the difference in the corrected 
fetal mortality rates obtained under conduction and bal- 
anced anesthesia is due to the influence of anesthesia. 

Infant Resuscitation.—The responsibility for resusci- 
tation in these cases belongs to the anesthesiologist.” The 
actual resuscitative procedures required in a particular 
case depend of course on the condition of the infant at 
the time of delivery. In each instance, however, it is im- 
perative that the following principles be applied: (1) im- 
mediate aspiration of all secretions in the air passages, 
(2) maintenance of body temperature, (3) gentle and 
minimum handling, and (4) administration of oxygen in 
such a manner that it can be utilized. In addition the 
stomach contents should be aspirated. 

Stage of Depression: Infants born in a stage of de- 
pression generally require only tracheal aspiration, in- 
sertion of an oropharyngeal airway, and oxygen adminis- 
tration by intermittent positive pressure until spontane- 
ous respiratory activity has been established. 


Stage of Spasticity: Infants born in a stage of spasticity 
are treated as above, but in addition an endotracheal tube 
is left in position following aspiration of the trachea and 
oxygen is administered by intermittent positive pressure 
through this tube until spontaneous respirations have 
been initiated. 

Stage of Flaccidity: Infants born in a stage of flaccidity 
are treated in the same manner as the second stage, but 
an effort should be made to aspirate the main bronchi as 
well as the trachea. An infant bronchoscope, 3 or 3.5 
mm., is a valuable adjunct for this procedure. The ad- 
ministration of oxygen by intermittent positive pressure 
following adequate aspiration of the tracheobronchial 
tree maintains oxygenation of the infant’s blood until 
spontaneous respiration fully expands the lungs. The 
Hering-Breuer reflex is also incited by this procedure. 
The Shaefer and Sylvester methods of artificial respira- 


5. Eastman, cited by Beattie, J. L., and Zwerling, M. H.: Resusci- 
tation of the Asphyxiated Newborn Infant, J. A. M. A. 152: 216-221 
(May 16) 1953. 

6. Lund, P. C., and Cameron, J. D.: Hypobaric Pontocaine: A New 
Technic in Spinal Anaesthesia, Anesthesiology 6: 565-573 (Nov.) 1945. 
Lund, P. C., and Rumball, A. C.: Hypobaric Pontocaine Spinal Anaes- 
thesia: 1,640 Consecutive Cases, ibid. 8: 181-199 (March) 1947. 

7. Ansbro, F, P.; Gordon, C. A.; Bodell, B., and Latterri, F. S.: 
Epidural Anesthesia for Cesarean Section: Report of 125 Cases, New 
York J. Med. 524 1901-1905 (Aug. 1) 1952. 
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tion are of no value in asphyxia of the newborn infant be- 
cause of the absence of negative intrapleural pressure in 
infants who have never breathed. I agree with Eastman 
that oxygen—carbon dioxide mixtures should not be 
used in infant resuscitation and as a general rule stimula- 
tion with drugs should be avoided.’ The various drugs 
that have been used to stimulate infants are undesirable 
because their action is unreliable, some causing an ex- 
citement stage or a convulsion and all followed by a pe- 
riod of depression. 
COMMENT 

Premedication is as important in cesarean sections as 
it is in other surgical procedures. The dose of the medi- 
caments used is kept at a minimum, but an attempt is 
made to allay maternal apprehension while inducing a 
minimum of fetal respiratory depression. 

Methods of Anesthesia.—The three methods of anes- 
thesia used were lumbar analgesia, epidural anesthesia, 
and balanced anesthesia. 


Lumbar Analgesia with Hypobaric Tetracaine Hydro- 
chloride: Spinal anesthesia induced with 0.1% solution 
of tetracaine hydrochloride was used in every instance 
because we believe this to be the safest form of spinal 
anesthesia available today.” A few of the advantages of 
this type of spinal anesthesia are especially noteworthy 
in cesarean sections. 1. The ability to maintain the Tren- 
delenburg position throughout the operation aids in the 
prevention of shock and cerebral anoxia; if these condi- 
tions should intervene this position aids in their treat- 
ment. 2. Hypobaric tetracaine hydrochloride possesses 
physical properties that enable accurate control of its 
spread within the subarachnoid space. 3. The onset of 
anesthesia is rapid, and the duration of a single dose is 
adequate for this procedure. 4. Hypobaric tetracaine 
hydrochloride, 0.1% solution, being dilute is relatively 
nontoxic. There have been no postoperative neurologi- 
cal sequelae following lumbar analgesia other than head- 
ache. 

Epidural Anesthesia: It should be emphasized that 
the administration of a large dose of a potent anesthetic 
solution in the epidural space is a potentially hazardous 
procedure, and therefore the anesthesiologist, regardless 
of how experienced, must always be vigilant and cau- 
tious. The technique employed in this series has special 
safety factors and requires a minimum of equipment. 
No waiting period has been found necessary after the 
initial injection of the anesthetic solution. The main ad- 
vantage of epidural anesthesia is the absence of post- 
anesthetic headaches. The ill repute that spinal anes- 
thesia has received in both the lay press and the medical 
literature has further enhanced the value of epidural 
anesthesia.‘ 

Balanced Anesthesia: A pleasanter and more rapid 
induction of anesthesia is made possible by the adminis- 
tration of 100 mg. of thiamylal sodium intravenously. 
This technique does not appear to cause more fetal de- 
pression than occurs when anesthesia is conducted with 
cyclopropane as the sole anesthetic agent. 

Anesthesia Factor —A mathematical analysis of the 
perinatal deaths in which anesthesia appeared to be a 
contributory factor revealed the following data. 
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Uncomplicated Cesarean Sections: In 318 sections 
done with conduction anesthesia, there were nine fetal 
deaths (2.8% ). Anesthesia appeared to be a contribu- 
tory factor in two of these (22%). In 132 sections 
done with balanced anesthesia there were five fetal 
deaths (3.8% ). Anesthesia appeared to be a contribu- 
tory factor in four of these (80% ). 

Complicated Cesarean Sections: In 150 sections 
done with conduction anesthesia, there were 30 deaths 
(20% ). Anesthesia appeared to be a contributory fac- 
tor in seven of these (23% ). In 71 sections done with 
balanced anesthesia, there were 24 deaths (33.8% ). An- 
esthesia appeared to be a contributory factor in six of 
these (25% ). 

Infant Resuscitation.—The fetus in utero lives in a 
state of cyanosis with a degree of oxygen unsaturation 
that is incompatible with extrauterine life. The infant 
after delivery must therefore quickly make physiological 
adjustments in his method of arterial oxygenation for 
survival. The chief causes of asphyxia of the newborn 
infant are encountered more frequently in delivery by 
the abdominal than by the vaginal route. The mortality 
rate of asphyxiated newborn infants is high if the child 
is not adequately resuscitated, and, since the infant de- 
livered by cesarean section appears to have particular 
difficulty in making the necessary adjustments for extra- 
uterine life, the importance of resuscitation following 
delivery by this method cannot be overemphasized. 

Perinatal Mortality. —There are many known and un- 
known factors in the causation of intrauterine and neo- 
natal mortality, some of which were referred to earlier. 
The clinical results obtained in this series are supported 
by various laboratory findings. 1. Taylor and co-work- 
ers * when studying blood oxygen saturation of the new- 
born infant found that a significantly higher percentage 
of infants reached saturations over 90% in one hour 
when regional anesthesia was used than when general or 
intravenously administered anesthetic agents were used. 
They concluded that some form of regional anesthesia 
should be used for deliveries complicated by factors such 
as fetal immaturity. 2. Several investigators have shown 
that premature infants are often unable to reach ade- 
quate blood oxygen saturations by the first hour of life 
as consistently as full-term infants.’ Thus an attempt 
should be made to avoid the use of analgesic and anes- 
thetic agents that depress the immature respiratory cen- 
ters of premature infants. 3. Hingson found that fetal 
anoxia developed in almost every case in which a ma- 
ternal hypotension of less than 80 mm. Hg existed for 
five minutes or longer. This indicates that fetal anoxia 
is not limited to general anesthetic agents. In this series 
artificial respiration, which was administered if spontane- 
ous respirations were not established in one to two min- 
utes after delivery, was required more frequently follow- 
ing balanced than regional anesthesia. 

Intrinsic Fetal Mortality Rate.—\l agree with Litch- 
field and co-workers,'’ who, in an analysis of 969 ce- 
sarean sections, found that fetal mortality was the re- 
sult of the complication of the pregnancy necessitating 
the section rather than the section per se, and that this 
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mortality rate can be reduced through appropriate ob- 
stetric and pediatric measures. In addition to these 
measures, however, this series indicates that anesthesia 
also plays an important role in infant mortality rates. It is 
therefore obvious that improvements in anesthetic meth- 
ods and techniques can lower this mortality rate. This 
cannot be accomplished by considering “an intrinsic mor- 
tality rate” as the responsible factor. 


CONCLUSICNS 


An analysis of 671 consecutive cesarean sections es- 
tablished that: (1) the variations in infant mortality 
rates following cesarean sections conducted with mod- 
ern anesthetic methods and techniques are statistically 
insignificant when the fetus is full term and no maternal 
or fetal complications are present; (2) there is a sta- 
tistically significant variation in infant mortality rates 
following cesarean section conducted with various mod- 
ern methods of anesthesia when the fetus is premature 
and/or various maternal or fetal complications are 
present (the fetal mortality rate under these circum- 
stances is lower with conduction anesthesia than with 
balanced or general anesthesia); (3) in the interest of 
fetal salvage the use of the term “intrinsic mortality rate 
in cesarean section” should be discouraged; and (4) 
anesthesia has a marked influence on the infant mortality 
rate in cesarean section, the over-all infant mortality rate 
bemg slightly lower following conduction anesthesia than 
following balanced anesthesia. 
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Incidence of Cancer in Childhood.—During infancy and child- 
hood—the first decade of life—90 per cent of malignant neo- 
plasms develop in the blood or blood-forming organs, connective 
tissue, neural tissue or are tumors of embryonal or mixed 
tissues. . . . Around puberty (ten to fourteen years of age) the 
types of cancer are similar to those appearing during infancy 
and childhood. At this period of life, malignant neoplasms are 
more restricted as to site than at any other age period; 80 per 
cent occur in four tissues—brain, bone, hematopoietic and 
lymphatic. The termination of puberty is followed by a pro- 
nounced change both in the histological type and primary site 
of cancer. From infancy until puberty the incidence rate de- 
clines, and the vast majority of malignant tumors develop in a 
relatively few organs and tissues. Whatever the etiological agents 
during this period of life, their effect steadily decreases and by 
the end of puberty has become comparatively negligible. Im- 
mediately following puberty the incidence rate for all forms of 
malignant tumors begins to increase rapidly, so that by age 
twenty it again is as high as it was in early infancy. From then 
until the last years of the life span the incidence of cancer 
steadily increases. Not only does the incidence of cancer become 
greater, but the relative frequencies of both the histological 
types and primary sites also change markedly. The achievement 
of sexual maturity is followed by an increase in the incidence 
of malignant tumors arising in embryonal and mixed tissues— 
in the ovary in females and in the testis in males.—Harold F. 
Dorn, Ph.D., The Changing Incidence of Cancer Throughout 
Life, Bulletin of the New York Academy of Medicine, October, 
1955. 
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POLYCYTHEMIA ASSOCIATED WITH OBESITY 


Max H. Weil, M.D., Minneapolis 


In severe grades of obesity, large deposits of fat cover 
the viscera and fat infiltrates the parenchyma of vital 
organs. These morphological changes may be reflected 
in a wide variety of physiological aberrations. Clinical 
hypertension, albuminuria, and cylindruria may follow 
excessive perirenal fat deposition. Liver cells, bulging 
with fat vacuoles, perform relatively poorly in clinical 
tests of hepatocellular function. The thoracic cavity may 
be crowded by fat from within and without, and the 
vital capacity is accordingly compromised with attendant 
dyspnea on minimal exertion. In a massively obese pa- 
tient (case |) who demonstrated rather marked metabo- 
lic aberrations of this type, polycythemia was also found. 
Of particular interest in this case was the complete dis- 
appearance of polycythemia with weight reduction and 
without any other therapy. The related metabolic dis- 
turbances were similarly reversed on low-calorie diet 
alone. 

These findings suggested that a form of polycythemia 
may be related to obesity. In searching the literature. 
we learned that Baez Villasenor and his co-workers ' had 
found polycythemia in 12 of a group of 240 obese pa- 
tients (5% ) with hematocrits ranging as high as 77“. 
Howard and Mills * wrote of a plethoric type of obesity 
but elaborated no further on this hematologieal aspect. 
Lawrence and his group,” in their recent review, de- 
scribed “relative polycythemia” in eight obese patients. 
The highest observed hemoglobin level in these patients 
was 18.1 gm. per 100 cc. Their cases were characterized 
by a low plasma volume without absolute increase in red 
blood cell mass. However, Rynearson and Gastineau, ' 
in their classic monograph on obesity, did not refer to 
obesity-related polycythemia. 

In an effort to study the nature of this relationship 
further, 260 cases of clinical obesity treated in the Uni- 
versity of Minnesota Hospitals were reviewed. These 
cases represented general hospital admissions, usually 
for causes other than obesity. Four markedly obese pa- 
tients of this group, two males and two females, were 
found to have polycythemia. In each case the hemoglo- 
bin level was 19 gm. per 100 cc. or above sometime 
during the course of their hospitalization. In two of the 
four obese patients, polycythemia was transient and coin- 
cidental to the major illness for which they were being 
treated. In one case, the patient had clinical symptoms 
of erythremia but was discharged against advice before 
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the nature of her polycythemia could be further studied. 
The fourth patient was extensively investigated with re- 
spect to polycythemia and certain unusual metabolic 
manifestations. His course is summarized in case 2. 
The incidence of polycythemia in this group was 
0.8. It should be noted that persistent hemoglodin 
level elevation above 19 gm. per 100 cc. was arbi- 
trarily accepted as unequivocal evidence of polycythemia. 
Since two of the obese patients had only transient hemo- 
globin level elevations to this point, they were not in- 
cluded in this calculation. The 0.8% incidence is there- 
fore regarded as a conservative estimate. The over-a'l 
incidence of polycythemia at the University Hospitals 
(based on a total of 150,000 hospital admissions be- 
tween 1938 and 1953) was 0.08%. Therefore, poly- 
cythemia appeared 10 times as frequently in the patho- 
logically obese as contrasted with the unselected hospital 
population. A massively obese patient was being fol- 
lowed at the University Hospitals hematology clinic at 
the time of this study. Though he had polycythemia. 
clinicians had frequently indicated that polycythemi: 
vera was an unsatisfactory diagnosis in his case. The 
clinical picture presented by this patient closely reszm- 
bled the others to be described and is included in case 3. 


REPORT OF CASES 

Cast 1.—A 40-year-old man was admitted to the Minneapolis 
Veterans Administration Hospital on Oct. 27, 1953. He was 
referred for diagnostic studies because of albuminuria, obesity. 
and edema. At the age of 18, the patient weighed 220 Ib. (99.88 
kg.) and was 5 ft. [1 in. (180.34 cm.) tall. With an admittedly 
excessive food intake, weight gradually increased to 421 Ib. 
(191.13 kg.). The greatest weight gain occurred after 1950, when 
the patient changed from construction labor to sedentary work. 
For six months previous to admission he had exertional dyspnea, 
orthopnea, ankle edema, and nocturia. Skin ulcerations over the 
ankles appeared spontaneously seven weeks before admission, 
and this caused him to consult his private physician. On Oct. 
13, 1953, the patient was admitted to a local hospital because 
of marked albuminuria. Treatment with digitalis, mercurial 
diuretic, and an 800 calorie diet had resulted in a 40 Ib. weight 
loss at the time of transfer to the Veterans Hospital two weeks 
later. On examination the patient was chronically ill but ap- 
peared somewhat younger than his stated age. He weighed 380 
lb. (172.52 kg.). The blood pressure was 122/92 mm. Hg, and 
the other vital signs were not remarkable. Retinal veins were 
distended. Medium-pitched rhonchi were audible over both lung 
fields. Physical examination of the heart was not remarkable, 
but x-ray showed mild left ventricular prominence. Secondarily 
infected skin ulcers covered both medial malleoli. Mild vari- 
cosities and edema were evident in the lower extremities. The 
patient was given an 800 calorie diet supplemented with multiple 
vitamins. Except for treatment with intramuscularly admin- 
istered penicillin and bacitracin dressings to the skin lesions, no 
other therapy was used. 

On admission the hemoglobin level was 21.5 gm. per 100 
ec. and the hematocrit was 73. The red blood cell count was 
6,160,000 per cubic millimeter, the white blood cell count was 
9,750 per cubic millimeter, and differential count was normal. 
Platelet count was 114,000 per cubic millimeter, and the re- 
ticulocytes were 1.4%. The mean corpuscular volume was 118.5 
cubic microns, mean corpuscular hemoglobin 25 micromicro- 
grams, and mean corpuscular hemoglobin concentration 29°. 
Bone marrow smear and aspiration biopsy displayed no evidence 
of increased erythropoietic, myeloid, or megakaryocytic activity. 
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Urinary 17-hydroxycorticoid excretion was normal. The patient 
was kept under hospital observation for almost five months. 
He was fully cooperative and meticulous in adherence to diet. 
Subjective improvement accompanied weight reduction, espe- 
cially in terms of respiratory reserve and increased physical 
maneuverability. Polycythemia subsided promptly (see figure). 
At the end of approximately two months and following the 
observed loss of 45 Ib. (20 kg.) of body weight, the hemo- 
globin level fell to 15 gm. per 100 cc. and the hematocrit to 
51%. Improvement in the various metabolic functions was 
gratifying (see table). Massive albuminuria subsided. Phenol- 
sulfonphthalein excretion and urine-concentrating capacity be- 
came normal. The blood urea nitrogen fell to one-half of its 
earlier value, and the urinary sediment became normal. Liver 
function improved somewhat more slowly, but recovery was 
ultimately complete. Improvement in vital capacity was also 
notable. The fall in arterial hemoglobin saturation was surpris- 
ing, and the direction of the change suggested that hypoxemia 
was not the cause of the patient’s original polycythemia. During 
the period of hospital observation, the cardiac contour reverted 


Renal, Hepatic, and Cardiorespiratory Function Before and 
Following an Observed Loss of Ninety Pounds 
of Body Weight (Case 1) 
Weight, by Date 


24) Lh. 


380 Lh. 
(172.52 Kg.), (141.66 Kg.), 
Renal Funetion 10/28/53 3/10/54 

9,72 0.13 
Phenolsulfonphthalein excretion at 80 min., % 6 41 
Maximum urine concentration................ 1.019 1.4127 
Blood urea nitrogen, mg. per 10 ce¢.......... 20.5 10.9 
Urinary sediment 

Hyaline casts per hizh-power field........ 30-40 1-2 


Hepatie Function 
Serum bilirubin, mg. per 100 ee. 
Sulfobromophthalein (at 45 min.), ist 27.8 
Cephalin flocculation at 48 hr.................. 3+ 0 
Albumin-globulin 4.4:3.6 $.8:2.7 
Curdiorespiratory Function 
Vital capacity, liters 
Arterial oxygen saturation, %.........ccesece 90.8 R4.5 


to normal. Finally, it was of interest that the red blood cell 
indexes also improved so that the macrocytosis subsided. The 
mean corpuscular volume was 98 cubic microns, the mean cor- 
puscular hemoglobin 31.8 micromicrograms, and the mean 
corpuscular hemoglobin concentration 33% by mid-March, 
1954. 

On follow-up examination on May 20, 1954, seven months 
after admission, the weight had decreased to 259 Ib. (117.59 
kg.). Hemoglobin level was 14.5 gm. per 100 cc. There was a 
trace of albumin in the urine. Sulfobromophthalein and zinc 
sulfate turbidity tests were normal. Arterial oxygen saturation 
was 95.7% (normal, 96.4 to 100%). Subjectively, the patient 
was well. In late November, 1954, the weight had decreased 
to 226 Ib. (102.5 kg.) and the urinalysis was negative. 

Case 2.—A 28-year-old man was first referred to the Uni- 
versity of Minnesota Hospitals Clinic in June, 1949, because 
of hypertension. He was 5 ft. 10 in. (177.8 cm.) tall and weighed 
254 Ib. (102.60 kg.), his maximum weight. In 1942 he was re- 
jected for military service because of hypertension and albu- 
minuria. A family history of hypertension and diabetes was 
obtained. His blood pressure was 180/100 mm. Hg and was 
unaffected by piperoxan (Benodaine) hydrochloride. Grade 
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1 albuminuria was detected. The hemoglobin level was 19.8 gm. 
per 100 cc., red blood cell count 6,070,000 per cubic milli- 
meter, and the hematocrit 54%. In February, 1950, the patient 
was studied on the inpatient service for two weeks because of 
weakness, chest pain, diffuse abdominal pain, and burning 
fingertips. Trunk obesity and pink stria of the arms were ob- 
served. The blood pressure was 160/110 mm. Hg. A clinically 
suspected duodenal ulcer was visualized on x-ray study. Mild 
albuminuria persisted, and 1+ glycosuria was found. A glucose 
tolerance test suggested mild diabetes mellitus that was insulin 
resistant. The hemoglobin level was 19.8 gm. per 100 cc., red 
blood cell count 6,100,000 per cubic millimeter, and the hemato- 
crit 56%. The white blood cell count was 14,450 per cubic 
millimeter with normal differential. Platelet count was normal. 
The blood volume, as determined by the dye method, was 6.8 
liters. Slight elevation of thymol turbidity and zinc sulfate floccu- 
lation values indicated minimal hepatocellular dysfunction. 
Renal function was essentially normal. The albumin-globulin 
ratio was 3.6:3.4. Bone marrow smear and biopsy were essen- 
tially normal. An electrocardiogram showed nonspecific myo- 
cardial damage. Urinary 17-ketosteroid, | 1-oxysteroid excretion, 
and eosinophil counts were normal. Roentgen therapy to the 
pituitary gland (with a total of 2,460 r deep dose) was admin- 
istered without effect. Phlebotomies were performed with 
symptomatic improvement at approximately monthly intervals 
following his discharge from the hospital. Four courses of radio- 
active phosphorus (5.5 me. in February, 1950, 3 me. in April, 


Wt. 
lbs. 
fF 
Het. 
360 
70 r 
320 + Weight 
60 
Hb. 
Gm.% 280 
Hematocrit 
19 240 
40+ 
Hemoglobin 
200 
1S} 


0 3 6 9 12 1S 18 21 
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Relationship of hematocrit and hemoglobin level to weight loss (case 1). 


1951, 4 mc. in November, 1951, and 4 me. in February, 1953) 
did not affect the polycythemia. The highest observed hemo- 
globin level was 21.6 gm. per 100 cc. and the highest hematocrit, 
56%. The white blood cell count varied from normal to a high 
of 18,700 per cubic millimeter, but platelet counts were con- 
sistently normal. 

In December, 1953, the patient was readmitted to the hos- 
pital for one week because of shortness of breath, chest pain on 
exertion, and ankle swelling. He appeared moderately plethoric. 
His blood pressure was 160/90 mm. Hg. Weight was essen- 
tially unchanged. Urinalysis revealed 2+ albumin. Hemoglobin 
level was 18.2 gm. per 100 cc., red blood cell count was 
6,110,000 per cubic millimeter, and white blood cell count was 
9,750 per cubic millimeter with normal differential. Arterial 
hemoglobin saturation was 92.8%. Blood studies, including 
urea nitrogen, carbon dioxide, sodium, and potassium, were 
again normal. Liver function was normal. X-ray studies of the 
bony skeleton and gastrointestinal tract and an intravenous 
pyelogram were essentially negative. Urinary 17-hydroxysteroids 
were excreted in normal quantity. Since his last admission, 
symptoms have persisted and weight remains unchanged. Phle- 
botomies continue to offer transient relief. 

Case 3.—A 50-year-old man was first examined at the Uni- 
versity Hospitals Clinic in April, 1948. He was 5 ft. 11 in. 
(180.34 cm.) tall and weighed 305 Ib. (138.47 kg.), having lost 
40 Ib. of weight in the previous half year. His maximum weight, 
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10 years earlier, had been 418 Ib. (189.77 kg.). The patient’s 
private physician had found glycosuria and a diabetic glucose 
tolerance curve three weeks before. The initial hemoglobin level 
was 17.9 gm. per 100 cc., and the red blood cell count was 
5,800,000 per cubic millimeter. Low-calorie diet was prescribed 
but poorly adhered to. In February, 1950, the patient’s hemo- 
globin level was 17.5 gm. per 100 cc., the red blood cell count 
was 6,100,000 per cubic millimeter, and the hematocrit was 
53%. The white blood cell count and differential count were 
normal. He complained of tingling in his hands and feet and 
a sensation of pressure in his head. A 700 cc. phlebotomy gave 
prompt relief. Phlebotomies were repeated at the patient’s re- 
quest at approximately monthly intervals. During the ensuing 
period, the highest hemoglobin level observed was 19.2 gm. per 
100 cc. and the highest hematocrit, 54%. Platelet counts were 
within normal limits. Two courses of treatment with radioactive 
phosphorus (4 mc. in June, 1951, and 6 me. in July, 1952) were 
without effect. Weight was maintained at about 300 Ib. (136.20 
kg.), repeated admonition regarding diet notwithstanding. A 
daily insulin requirement of 70 units of isophane (NPH) insulin 
gradually established itself over the ensuing three years. A bone 
marrow biopsy (June, 1954) revealed a high normal fat content, 
and cell study lends no support to the clinical diagnosis of poly- 
cythemia vera. 


COMMENT 

Polycythemia related to obesity appears to be suffi- 
ciently distinctive with respect to its clinical manifesta- 
tion and its therapy to warrant separate consideration. 
This syndrome must accordingly be differentiated from 
polycythemia vera and the secondary polycythemias (of 
hypoxemia). In the reported cases, no change in the 
peripheral blood picture was found, except for the in- 
creased number, and perhaps increased size, of the red 
blood cells. In polycythemia vera, the white blood ceil 
count is commonly elevated. The myeloid leukocytes 
are both relatively and absolutely increased and imma- 
ture red and white blood cells are often seen in the 
peripheral blood. The platelet count is frequently ex- 
cessive.” By contrast, no such white blood cell or plate- 
let alterations were observed in these cases. The bone 
marrow in polycythemia vera is characteristically very 
cellular. Myeloid, erythroid, and megakaryocytic ele- 
ments contribute to diffuse hyperplasia. The volumetric 
pattern of such bone marrow indicates an appreciable 
increase of the myeloid-erythroid layer at the expense of 
the fat layer." In the three cases described, bone marrow 
smear, biopsy, and hematocrit did not demonstrate these 
changes. Splenomegaly was observed in 90% of Win- 
trobe’s 21 cases of polycythemia vera.° Though palpa- 
tion is an admittedly unreliable technique in very obese 
individuals, splenomegaly was both clinically and roent- 
genographically sought. No splenomegaly was found in 
the present cases. Neither of the two patients who were 
treated with radiophosphorous obtained any detectable 
blood cell suppression from this therapy. Subjective 
symptoms, including dyspnea, headache, blurred vision, 
tingling of fingers and toes, and ill-defined malaise, were 
recorded for the obese patients. In this respect they re- 
sembled those of polycythemia due to other causes. 


5. Wintrobe, M. M.: Clinical Hematology, ed. 3, Philadelphia, Lea & 
Febiger, 1951, pp. 707-737. 


6. Sundberg, R. D.: I. Aspiration Biopsy of Bone Marrow, Minnesota 
Univ. Hosp. Bull. 21: 471 (May 26) 1950. 
7. A Syllabus of Laboratory Examinations in Clinical Diagnosis: 


Critical Evaluation of Laboratory Procedures in the Study of the Patient, 
Ham, T. H., editor, Cambridge, Mass., Harvard University Press, 1950, 
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Impaired arterial oxygen saturation in chronic pul- 
monary disease, congenital (and certain cases of ac- 
quired) heart disease, syphilis of the pulmonary artery 
(Ayerza’s syndrome ), high altitudes, and related condi- 
tions may result in secondary polycythemia. These pa- 
tients are commonly cyanotic. Secondary polycythemia 
and polycythemia of obesity both demonstrate a normal 
peripheral blood picture. In secondary polycythemia, 
however, the bone marrow responds to chronic hypox- 
emia with diffuse hyperplasia of all elements.’ More- 
over, the sine qua non of this type of polycythemia is a 
marked decrease in oxygen saturation of an arterial 
blood sample. In the present cases, no cyanosis was ob- 
served. Bone marrow changes were essentially absent. 
The arterial oxygen saturation, determined in two cases, 
yielded slightly lower than normal values. Polycythemia 
of obesity differs from secondary (or hypoxemic) poly- 
cythemia in that arterial oxygen saturation is only slightly 
depressed. The relationship between polycythemia and 
the various metabolic dysfunctions observed in these 
patients requires further study. The role of obesity was 
particularly well illustrated in the first case. Renal func- 
tion was decreased, and the presence of marked albu- 
minuria suggested serious kidney pathology. The 
elevated serum bilirubin, marked sulfobromophthalein 
retention, and abnormal flocculation tests indicated liver 
involvement. The vital capacity increased with weight re- 
duction. The polycythemia decreased along with im- 
provement in kidney, liver, and respiratory function. In 
the other cases, weight reduction was unfortunately not 
achieved and both polycythemia and metabolic aberra- 
tions persisted. The triad of hypertension, polycythemia, 
and impaired glucose tolerance is suggestive of adreno- 
cortical hyperfunction (Cushing’s syndrome). The 
clinical observations and normal urinary steroid studies, 
however, excluded this diagnosis. 


SUMMARY AND CONCLUSIONS 


A markedly obese patient (case 1) had polycythemia 
and certain renal, hepatic, and cardiorespiratory abnor- 
malities. These manifestations were reversed with weight 
reduction alone. A 5% incidence of polycythemia in 
obese patients had previously been reported by Mexican 
authors. Two hundred sixty cases of obesity were subse- 
quently reviewed. Four cases of polycythemia were 
found in this group. In the present study, polycythemia 
occurred 10 times more frequently in pathologically 
obese patients in comparison to the total patient popula- 
tion. In three cases of obesity-related polycythemia stud- 
ied with respec* to this problem, the clinical findings 
differ sufficiently from polycythemia vera and secondary 
polycythemia (of hypoxemia) to warrant separate clas- 
sification of this syndrome. Unlike polycythemia vera 
there appears to be no increase in immature cells, white 
blood cells, or platelets in the peripheral blood, and the 
bone marrow does not display hyperplasia. Splenome- 
galy is absent, and moderate doses of radiophosphorus 
do not influence the blood cell count. The arterial oxy- 
gen saturation is only slightly depressed, and cy- 
anosis is absent. The condition may occur in association 
with cardiorespiratory, liver, and renal dysfunction. The 
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underlying cause of these manifestations is thought to be 
excessive adiposity. Weight reduction without other 
therapy may be curative. 
ADDENDUM 
Polycythemia of obesity has been found in two addi- 
tional patients and was reversed in both cases by dietary 
weight reduction. Later studies have characterized this 


REMOVAL OF MEDIAL MENISCUS—NEVIASER 1595 


condition as a form of secondary polycythemia due to 
inadequate pulmonary ventilation, presumably becausz 
of the mechanical barrier created by fat. Since arteria! 
oxygen saturation is only slightly depressed, it is postu- 
lated that only the most sensitive individuals respond 
with polycythemia. The relative rarity of the condition 
is thereby explained. 


DIVISION OF TIBIAL COLLATERAL LIGAMENT FOR REMOVAL OF 
MEDIAL MENISCUS 


Julius §. Neviaser, M.D., Washington, D.C. 


Many operative approaches have been described and 
an assortment of special knives or retractors have been 
devised to facilitate the complete removal of the medial 
meniscus from the knee joint. The most simple and di- 
rect surgical approach is by division of the tibial collateral 
ligament. This study constitutes a review of 68 patients 
operated on for removal of the medial meniscus by this 
procedure. In addition, four other patients had the fibular 
collateral ligament divided for complete removal of the 
lateral meniscus because of large cyst formations. This 
series of cases, covering a period of eight years’ experi- 
ence, has proved that the ultimate stability of the knee 
joint is not impaired. 

Eight years ago I was removing a torn medial meniscus 
by the usual anterior medial approach. As the anterior 
portion of the cartilage was freed and pulled forward with 
a Kocher clamp, the cartilage, which apparently was ex- 
tremely friable, yet firmly fixed posteriorly, ruptured 
transversely and recoiled suddenly into the back of the 
joint. It was impossible to draw it forward, so an incision 
was made behind the tibial collateral ligament to reach 
the posterior portion of the cartilage. Even after freeing 
this part of the cartilage it could not be removed, al- 
though the short anterior end was passed backward 
through the posterior medial opening in the capsule. It 
was evident that further attempts at mobilization of the 
cartilage would continue to traumatize the articular sur- 
face of the joint; therefore, as a last resort, the tibial col- 
lateral ligament was divided. Only then did I realize how 
easy it was to expose and remove the cartilage com- 
pletely. The patient made an uneventful recovery with- 
out any instability after suture of the ligament. From this 
experience evolved the decision to use this approach as 
the routine surgical procedure for removal of the media! 
meniscus. 

It should be mentioned here that this form of approach 
has been advocated by others in the past. Tavernier,‘ in 
1933, published a series of 73 meniscectomies in which 
he made a transverse incision with section of the internal 
ligament. His results were excellent, with no laxity or 


Read before the Section on Orthopedic Surgery at the 104th Annual! 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

1. Tavernier, L.: Résultats éloignés d’une série de 73 méniscectomies, 
Bull. et mém, Soc. nat, de chir. 59: 1194-1196, 1933. 

2. Monod, R.: Arrachement de la corne postériere du ménisque 
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Gaston Doin & Cie, 1948. 
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lack of stability of the knee. He urged the English-speak- 
ing surgeons to adopt this procedure. Monod?’ and 
Cadenat * also suggested the sectioning of the ligament 
for complete removal of the cartilage. In 1953, Aufrance ' 
recommended releasing the lateral ligaments from the 
femoral condyle for better visualization and easier re- 
moval of the meniscus. 


ANATOMY 

There are two distinct parts to the tibial collateral liga- 
ment (fig. 1). The superficial part, which is the larger 
and longer, arises from the medial epicondyle of the 
femur to insert into the medial condyle of the tibia about 
2 in. (5.08 cm.) below knee joint level. The anterior 
border of this strong, broad, flat, and triangular ligament 
is vertical, but its posterior border is oblique above and 
below so that its widest part is over the medial meniscus 
at the joint space. The deep part of the ligament is at- 
tached to the articular margins of the femur and tibia on 
their medial aspects and is continuous with the capsule 
of the knee joint in front and behind, thus forming part 
of the capsule of the joint. This deep layer is attached 
closely to the medial meniscus. The two layers of this 
ligament are fused into a single structure above but tend 
to separate below. Strong, resistant, fibrous supports, 
called the medial patellar retinaculum, run from the 
medial border of the patella toward the anterior border 
of the upper part of the tibial collateral ligament. In a 
fully extended knee, the collateral ligaments are taut. 
This tension on the tibial collateral ligament is distributed 
throughout its width in extension. However, in flexion, 
the area of tension is shifted to the anterior portion of 
its fibers while the posterior portion is relaxed. 


OPERATIVE TECHNIQUE 


A horizontal, very slightly curved incision is made at 
the level of the knee joint, beginning about | in. (2.54 
cm.) medial to the ligamentum patellae and running 
backward toward the posterior margin of the medial fe- 
moral condyle (fig. 2). The superficial layer of the tibia! 
collateral ligament is exposed at its anterior as well as 
its posterior borders. A small transverse incision is made 
in the medial patellar retinaculum just forward of the 
anterior border of the ligament. A narrow periosteal! 
elevator is then passed through this opening under the 
medial ligament immediately above the attachment of 
the medial meniscus to come out behind the posterior 
border of the ligament (fig. 3). This simple maneuver 
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isolates the ligament; the instrument also is a guide for 
the line of incision through the ligament. Retention su- 
tures of no. | absorbable surgical suture are then placed 


in the ligament above and below the site of division 


Capsule 


Medial Potellor Retinaculurm | 


Fig. 1.—Tibial collateral ligament of knee joint. 
under tibial collateral ligament. 
pletely removed through this approach. 
one piece. Fig. 8.—Section of cyst of lateral meniscus. 
cruciate ligament. 


(fig. 4). The ligament is divided transversely over 
the periosteal elevator, When this is done, the inner as- 
pect of the knee joint can be easily and fully inspected 
by abducting the leg. The medial meniscus can then be 
completely removed by severing its attachments around 


Adductor Magnus Tendon 


Medial Meniscus 


6 7 4 7 


Fig. 2.—Line of incision at inner aspect of knee joint. 
Fig. 4.—Retention sutures placed in ligament above and below line of division, 


Fig. 6.—Complete bucket-handle tear easily seen. 
Fig. 9.—More than entire inner half of knee joint visualized 
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the peripheral margins of the head of the tibia (fig. 5). 
Any other joint pathology can be treated, if necessary. 
Closure is accomplished by resuturing the ligament with 
the knee in extension and adducting the leg as much as 


6 


Fig. 3.—Narrow periosteal elevator passed 
Fig. 5.—Medial meniscus can be com- 
Fig. 7.—Lateral meniscus with large cyst formation removed in 
Fig. 10.—Note damage to posterior 


possible. After skin closure, a plaster walking cylinder 
is applied with the knee in extension. It extends from the 
upper thigh to above the ankle. The next day the patient 
is allowed to walk and is encouraged to move about. 
The plaster is generally removed in about three weeks, 
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although some patients have had their plasters removed 
much sooner, the average time being 18.8 days. After 
the removal of the plaster, the usual physical therapy, 
specifically directed toward rehabilitation of the quad- 
riceps femoris is instituted. 


TABLE |1.—Pathology Noted at Operation 


Longitudinal tears of the posterior segment of the meniscus... 12 
Combination of longitudinal and transverse tears....... 11 
Anterior segment tears 7 
Cyst formations 


Other pathology found associated with medial meniscus injury 
Loose bodies 
Osteochondritis dissecans at medial femoral econdyle,....... 7 
Cruciate ligament injury with torn lateral meniseus....... 1 
Fibrillation of articular surface of the patella... 
Fibrillation of articular surface of the tibia................- 2 


POSTOPERATIVE COURSE 
The postoperative course of all patients was similar, 
in that they all could walk a day or two after surgery with 
a minimal amount of pain. As a rule these patients did 
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formation of the medial meniscus, there was some form 
of injury to the meniscus. In as much as all of these 
cases showed the cysts present posteriorly, the advantage 
of a complete exposure of the inner half of the knee joint 
is obvious. 

As noted in table 1, in five cases there were loose 
bodies associated with the meniscus injury. These were 
removed, as well as the osteochondral bodies found in 
the seven cases of osteochondritis dissecans. This was 
easily accomplished through the described operative ap- 
proach. Sufficient exposure was possible to note pa- 
thology in the lateral meniscus in three cases. Two pa- 
tients had discoid lateral meniscuses, and one had an ob- 
lique transverse tear of the lateral cartilage. In these 
instances, the lateral meniscus was removed by a sepa- 
rate anterior lateral incision. The postoperative manage- 
ment of these three cases was similar to those in which 
the medial meniscus was removed alone. In four cases 
of cysts of the lateral meniscus, the fibular collateral liga- 
ment was sectioned. In each instance these large firm 
cysts were situated at the joint line just under and in 
front of the lateral ligament, and by cutting the ligament 
it was possible to remove the cyst with the cartilage com- 
pletely (fig. 7 and 8). 


TABLE 2.—Data on Sixty-Eight Cases of Division of Tibial Collateral Ligament for Removal of Medial Meniscus 
Immobilization in 
Cases Age, V1 Period of Follow-Up Plaster, Days 
Return to Work, Quadriceps Atrophy 
Postoperative, Wk. After 6 Mo, 
Industrial cases............ 8.1 
not develop any postoperative knee effusion, hemarthro- RESULTS 


sis, or any ankle or foot swelling. This could be related 
to the compression of the knee and leg afforded by the 
plaster. It also tended to lessen the chances tor any post- 
operative phlebitis by compressing the superficial veins 
and forcing the return of blood through the deep veins. 
The average length of hospital stay for all patients was 
six days. 
FINDINGS AT OPERATION 

The most common medial meniscus injury was the 
complete longitudinal tear (fig. 6). This occurred in 
29 cases (table 1). This is the usual bucket-handle tear, 
which is relatively easy to diagnose as it is generally as- 
sociated with locking. The next most frequent lesion seen 
was the longitudinal tears of the posterior segment. This 
type of injury would have been missed by the usual an- 
terior medial approach, particularly in two cases where 
the split was found on the under surface of the posterior 
segment. There were |1 cases with various combinations 
of longitudinal and transverse tears. In two cases of this 
group, besides the multiple splits, there were peduncu- 
lated tags present about the inner half of the meniscus, 
and, in another, there was a polypoid type of hyper- 
trophy at the concave side of the meniscus. It was very 
evident that in such cases it would be well to have the 
meniscus removed completely. In the five cases of cyst 


Follow-up examinations in all cases were conducted 
frequently and regularly, as all were seen and treated by 
me in my private practice. The period of follow-up varied 
from three months to eight years and averaged 46.3 
months in 68 cases (table 2). Our main concern when 
checking and evaluating these patients consisted of four 
questions: 1. What was the functional result? 2. How 
soon after operation was the patient able to return to 
work? 3. Was there any permanent instability of the 
knee joint? 4. Were there any complications to the oper- 
ative limb that could be the result of the operative ap- 
proach? 

The functional result in all cases was good. Private 
patients returned to their vocational activities on an 
average of 6.2 weeks after surgery, and in industrial 
cases patients resumed work 8.1 weeks after surgery. 
This discrepancy is best explained by the lack of incen- 
tive to return to work, coupled with the fact that in the 
industrial case the patient usually returns to heavy labor 
associated with the manual trades. This still is a rela- 
tively short period of time, when one considers that the 
average age in these cases was between the third and 
fourth decades of life. Two children that are included in 
this series, aged 12 and 13, returned to school two and 
five weeks after surgery. The younger one was able to 
resume acrobatic dancing five weeks after surgery. 


{ 
Complete longitudinal split of the medial meniseus.... 
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In three cases rinimal instability of the knee joint was 
noted after one year when the leg was flexed to 165 de- 
grees; however, this disappeared when the patient was 
instructed to contract the quadriceps. In spite of this 
finding, the patients had no complaints, and it is still 
questionable whether this minimal instability had any 
significance. Six patients had demonstrable atrophy of 
the quadriceps that persisted for six months or longer; 
however, all returned to normal somewhere between 18 
to 30 months after surgery. This delay in the return of 
quadriceps size was probably related to the fact that 
these patients had muscle atrophy and knee complaints 
for at least a month prior to surgery. In addition, five 
of the six patients presented other pathology besides 
meniscus injury at operation. In spite of the persistent 
measurable diminution in the circumference of the thigh, 
no real diminution in the strength of this muscle group 
could be demonstrated. Tavernier also noted this un- 
usual finding. 

Seven patients developed fluid in the knee joint when 
active motion was instituted after removal of the plaster. 
They required restricted activity and aspirations, the 
swelling eventually disappearing in from three to eight 
weeks’ time. Two of these patients were in the group 
with quadriceps atrophy that persisted after six months. 
In one case in which both medial and lateral meniscuses 
were removed, the synovitis persisted for eight months. 
One cannot attribute joint effusion to the operative ap- 
proach but rather to a complication of knee joint surgery. 
This is a common and annoying complication that many 
orthopedic surgeons experience. 
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SUMMARY AND CONCLUSIONS 

In a series of 72 cases, the tibial collateral ligament 
was sectioned in 68 cases and the fibular collateral liga- 
ment was sectioned in 4 cases to facilitate removal of the 
medial or lateral meniscus. The value of this procedure 
was confirmed by the pathology visualized at surgery, 
a good part of which would have remained unnoticed if 
the conventional approaches had been utilized. The 
slightly longer period of immobilization necessitated by 
the wearing of a plaster walking cylinder has its com- 
pensations in allowing the patient early nonsupported 
weight bearing, as well as decreased potential for em- 
bolic phenomena. 

The advantages gained by division of the tibial col- 
lateral ligament are: 1. The medial meniscus is com- 
pletely removed. 2. Operative trauma is diminished. 
The prolonged stretching and forcible retraction of the 
capsule and synovial membrane, which may cause per- 
sistent postoperative synovitis, is eliminated. Any ten- 
dency of scarring the articular cartilages is avoided. 3. 
Cysts of the meniscus can be removed with the meniscus 
in one piece. 4. Inspection of more than half of the joint 
is facilitated (fig. 9). This allows for further investiga- 
tion and treatment, if necessary, of any other joint pa- 
thology, such as removal of loose bodies, damage to 
the cruciate ligaments (fig. 10), osteochondritis dis- 
secans, or damage to the lateral meniscus. 5. A subse- 
quent operation for removal of the posterior segment of 
the meniscus is avoided. 
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CLINICAL USE OF FLUDROCORTISONE ACETATE 


PRELIMINARY REPORT 


George J. Hamwi, M.D. 


Robert F. Goldberg, M.D., Columbus, Ohio 


Halogenation of cortisone and hydrocortisone in the 
Y-a position has been shown ' to alter the effects of these 
compounds both qualitatively and quantitatively. Fludro- 
cortisone acetate (9-a-fluorohydrocortisone) was shown 
to have a cortisone-like effect in adrenalectomized dogs 
averaging approximately 20 times as great, milligram 
for milligram, as hydrocortisone. I* was also shown to 
have an effect on mineral metabolism similar to desoxy- 
corticosterone (Doca) acetate but averaging five times 
as great as desoxycorticosterone. In order to evaluate 
the effect of this medication we have administered fludro- 
cortisone acetate to several patients with diseases that 
have been found amenable to adrenal steroid therapy. 


From the Division of Endocrinology and Metabolism, Department of 
Medicine, Ohio State University. 

This study was supported by grants from the Comly-Coleman Fund, 
the Institute of Nutrition of Ohio State University, and Merck & Com- 
pany, Inc., Rahway, N. J. 

The fludrocortisone acetate (9-a-fluorohydrocortisone) and the cortisone 
used in this study were supplied by Dr. Elmer Alpert of Merck & Com- 
pany, Inc., Rahway, N. J. The desoxycorticosterone acetate was supplied 
by Ciba Pharmaceutical Products, Inc., Summit, N. J. 

1. Liddle, G. W.; Pechet, M. M., and Bartter, F. C.: Enhancement 
of Biological Activities of Corticosteroids by Substitution of Halogen 
Atoms in 9a Position, Science 120: 496-497 (Sept. 24) 1954. 


REPORT OF CASES 


Cast |.—The first case in which this medicament was used was 
that of a 40-year-old woman with anorexia nervosa whose weight 
had gradually decreased to 84 Ib. (38.6 kg.) and who had not 
responded to other therapy. She received 2 mg. of fludrocortisone 
acetate daily for 13 days and within two days experienced a 
sense of well-being. Dietary intake, previously about 1,200 
calories daily, increased to over 2,000 calories, and her weight 
increased to 99 Ib. (44.9 kg.). After cessation of treatment the 
patient had a brief period of mild depression, but caloric intake 
continued high. Within four days her weight decreased to 93 Ib. 
(42.2 kg.), suggesting fluid loss. Adrenal responsiveness to 
exogenous corticotropin (ACTH) before and during therapy was 
shown by increased urinary steroid excretion (fig. 1), indicating 
no inhibition of corticotropin effect on the adrenal cortices in 
the dosage given. 


In this case of anorexia nervosa a marked sense of 
well-being and increased appetite resulted from treat- 
ment with fludrocortisone acetate. The patient gained 
13 Ib. (5.9 kg.) of weight, approximately 6 Ib. (2.7 kg.) 
of which were probably due to water retention. Fludro- 
cortisone acetate did not prevent response of the adrenal 
cortices to corticotropin. 
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Case 2.—The next case in which this compound was used 
was that of a 19-year-old female with adrenogenital syndrome 
manifested by facial hirsutism and irregular menses. Urinary 
excretion of 17-ketosteroids averaged 18.4 mg. in 24 hours and 
increased to 25.6 mg. after the intravenous administration of 
25 units of corticotropin over an 8 hour period. A dose of 3 mg. 
of fludrocortisone acetate was given daily for four days, during 
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Fig. 1.—Weight gain in patient (case 1) receiving fludrocortisone acetate 
(9-a-fluorohydrocortisone) therapy and increased urinary excretion of 
steroids following corticotropin (ACTH) before and during medication 
in a patient with anorexia nervosa. 


which time there was a persistent decrease in the urinary excre- 
tion of 17-ketosteroids and 17-hydroxycorticoids (fig. 2). She was 
subsequently treated with 30 mg. of hydrocortisone daily and 
has resumed normal menses. 


In this patient fludrocortison> acetate caused a defi- 
nite decrease in the urinary excretion of 17-ketosteroids 
and 17-hydroxycorticoids, indicating its ability to in- 
hibit the secretion of corticotropin from the pituitary. 


Case 3.—Fludrocortisone acetate was used in a 20-year-old 
female with an acute exacerbation of chronic recurrent choroid- 
itis. In order to demonstrate the effect of this compound on 
sodium, potassium, chloride, calcium, phosphorus, and nitrogen 
metabolism, the patient was placed on an isocaloric diet constant 
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Fig, 2.—Urinary excretion of steroids in patient (case 2) showing de- 
crease of both 17-hydroxycorticoids and 17-ketosteroids while receiving 
fludrocortisone acetate (9-a-fluorohydrocortisone). 


for these substances. Complete urine specimens and stool col- 
lections were obtained. The therapy consisted of two three-day 
periods with 8 mg. of fludrocortisone acetate daily, one three- 
day period with 4 mg. daily, and initial and terminal three-day 
control periods. Frequent evaluation showed progressive im- 
provement of the choroiditis while the patient was receiving 
therapy. The results of the metabolic studies are shown in fig. 3. 


FLUDROCORTISONE ACETATE—HAMWI AND GOLDBERG 1599 


In this patient an anti-inflammatory response to fludro- 
cortisone acetate was observed similar to that which 
might have been expected from cortisone or hydrocorti- 
sone. Retention of sodium and chloride occurred as 
well as increased excretion of potassium. The catabolic 
effect of this compound was evidenced by loss of nitro- 
gen, phosphorus, and calcium. 


Case 4.—A 52-year-old female with chronic rheumatoid ar- 
thritis treated with salicylates, cortisone, hydrocortisone, and 
phenylbutazone (Butazolidin) was evaluated for anemia of four 
months’ duration that had been severe enough to require multiple 
blood transfusions. Because of the presence of splenomegaly, 
normochromic anemia, leukopenia with lymphocytosis, normal 
blood platelet counts, and a hyperplastic bone marrow, the diag- 
nosis of Felty’s syndrome was made. In order to determine the 
effect of fludrocortisone acetate on the joint inflammation and 
the hematological disorder as well as to obtain further informa- 
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Fig. 3.—Metabolic balance study in patient (case 3) demonstrating re- 
tention of sodium and loss of potassium, calcium, phosphorus, and nitro- 
gen while receiving fludrocortisone acetate (9-a-fluorohydrocortisone). 


tion about the metabolic effects of the medicament, the patient 
was placed on an isocaloric diet constant for sodium, potassium, 
chloride, calcium, phosphorus, and nitrogen. Urine and stool 
determinations were obtained during the study period, and 
periodic blood studies and hematological evaluations were made. 
During a three day control period when all treatment was with- 
held, an acute exacerbation of the arthritis occurred. A dose of 
12 mg. of fludrocortisone acetate was then given daily for three 
days. Within four hours of initiation of therapy, symptomatic 
relief occurred followed by disappearance of signs of active 
inflammation in the joints. During the following three day period, 
6 mg. was insufficient to completely control the disease. Cortico- 
tropin, 25 units, intravenously over an eight hour period, was 
given for three days with complete remission again. During the 
studies no appreciable change in the hematological picture 
occurred. Results of the metabolic studies are shown in figure 4. 


In this patient the anti-inflammatory effect of this 
compound in sufficient dosage was again demonstrated. 
Sodium and chloride retention was again shown, as was 
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decreased retention of potassium. Both nitrogen and 
phosphorus were retained to a lesser extent while the pa- 
tient was receiving medication than during the control 
period. Calcium loss, though delayed, was observed. This 
compound was used in two cases of adrenal surgery as 
complete replacement therapy. 
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Fig. 4.—Metabolic balance study in patient (case 4) showing sodium 
retention; diminished retention of potassium, nitrogen, and phosphorus, 
and calcium loss while receiving fludrocortisone acetate (9-a-fluorohydro- 
cortisone), 


Case 5.—A subtotal adrenalectomy was performed on a 7- 
year-old boy who had developed adrenal cortical hyperfunction 
(Cushing’s syndrome) confirmed by laboratory studies. During 
the day of surgery and each of the following two days 2 mg. of 
fludrocortisone acetate intravenous!y was sufficient to maintain 
ihe blood pressure and the serum electrolytes. This was the only 
substance used as replacement for the adrenal cortex. Whenever 
use of the medicament was temporarily stopped, hypotension re- 
sulted. A dose of 2 mg. daily was given orally for an additional 
12 days before therapy was gradually discontinued. 

Case 6.—A total bilateral adrenalectomy was performed as 
palliation on a 47-year-old woman who had diffuse metastases 
from breast carcinoma. No replacement therapy was given until 
one hour before the procedure, at which time 10 mg. of fludro- 
cortisone acetate was given in an intravenous infusion of glucose 
in water. A dose of 5 mg. had been given by the time excision 
of the adrenals was completed, and a total of 15 mg. was given 
during the operative day. The blood pressure was maintained 
evenly throughout surgery and the postoperative period. She was 
subsequently given between 5 and 10 mg. of fludrocortisone 
acetate intravenously daily for five days, and for an additional 
week she was given 3 mg. orally before cortisone and desoxycor- 
ticosterone acetate were substituted. No complications of therapy 
were seen except On One occasion, when hypotension developed, 
resulting from a reaction to a blood transfusion. This was readily 
controlled by an additional 5 mg. of fludrocortisone acetate. 
Although prior to surgery urinary excretion of 17-hydroxycorti- 
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coids were in the normal range, after adrenalectomy none were 
found in the urine despite apparently adequate replacement 
therapy with fludrocortisone acetate. 


Cases 5 and 6 illustrate the ability of fludrocortisone 
acetate to satisfactorily maintain adrenalectomized pa- 
tients during the operative and postoperative periods. 
That this substance does not directly increase the uri- 


nary excretion of 17-hydroxyco-‘ticoids was shown by 


their absence in the urine in the patient in case 6 follow- 
ing adrenalectomy. Consequently, this compound may 
be used in the treatment of acute adrenal insufficiency 
without interfering with the diagnostic significance of 
urinary steroid excretion. Fludrocortisone acetate was 
used for six patients with adrenal cortical hypofunction 
(Addison’s disease) in order to evaluate its potentiality 
as complete substitution therapy. 


Case 7.—A 49-year-old female with known adrenal cortical 
hypofunction of two years’ duration had been maintained on 10 
mg. of cortisone and 10 mg. of desoxycorticosterone given sub- 
lingually. She was placed on a diet with sodium intake constant 
at 900 mg. and potassium 2,600 mg. After baseline urinary 
excretion of sodium, potassium, and chloride was determined, 
the patient was given S00 mg. of acetazolamide (Diamox) to 
induce adrenal insufficiency. Within 26 hours, weakness, emesis, 
tachycardia, and hypotension occurred and serum electrolytes 
were altered. A dose of 5 mg. of fludrocortisone acetate was then 
given intravenously in 5% glucose in water over four hours. 
Within two hours nausea was no longer present, and within five 
hours most of the symptoms had disappeared. Hourly urine 
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Fig. 5.—Urinary excretion of electrolytes in patient (case 7) showing 
increased excretion caused by acetazolamide (Diamox) (B) over average 
hourly excretion of control period (A) and promptly decreased sodium 
excretion as well as potassium diuresis following fludrocortisone acetate 
(9-a-fluorohydrocortisone). 


studies, as shown in figure 5, indicated marked decrease in the 
sodium and chloride excretion as well as potassium diuresis. 
She was subsequently maintained free of symptoms with 3 mg. 
of the compound daily, but within 10 days had gained 12 Ib. 
(5.4 kg.) of weight and was dyspneic. Medication was stopped 


V 
93: 
0 


Vol. 159, No, 17 


for four days, during which time there was an 8 Ib. (3.6 kg.) 
weight loss. She has subsequently been maintained on treatment 
with fludrocortisone acetate 0.5 mg. every third day and has 
felt better than on previous maintenance therapy. 

Case 8.—A 50-year-old female with adrenal cortical hypo- 
function for three years had been adequately treated with corti- 
sone 25 mg. daily and desoxycorticosterone pellets that had last 
been implanted 10 months previously. All medication was dis- 
continued, and a constant 1,000 mg. sodium diet with 2,300 mg. 
of potassium was started. Within 48 hours, weakness, fatigue, 
nausea, and hypotension were present. A dose of 5 mg. of fludro- 
cortisone acetate was then given intravenously in 5% glucose 
in water over four hours, and within four hours the patient had 
a symptomatic remission and the blood pressure had returned 
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Fig. 6.—Urinary excretion of electrolytes in patient (case 8) showing 
decreased excretion of sodium and diuresis of potassium following fludro- 
-ortisone acetate (9-a-fluorohydrocortisone). Initial increased loss of elec- 
trolytes is thought to be due to initiation of the infusion. 


to normal values. Urinary excretion of sodium, potassium, and 
chloride was obtained before and after therapy and showed almost 
immediate marked decrease in sodium and chloride excretions 
as well as increased potassium excretion (fig. 6). Subsequently, 
3 mg. was given daily with complete remission. However, within 
12 days the patient gained 16 Ib. (7.3 kg.), and mild respiratory 
distress was present. The cardiac diameter as determined by 
x-ray was increased 2 cm. Medication was stopped, sodium 
intake was limited, and a mercurial diuretic was given causing 
an 8 Ib. (3.6 kg.) weight loss and relief of symptoms. After four 
days treatment was restarted with 0.5 mg. every second day on 
which she has been adequately maintained. 

In four additional cases of adrenal cortical hypofunc- 
tion this compound has been successfully used as total 
replacement therapy. In all four patients medication 
was withheld until symptoms and signs of mild adrenal 
insufficiency were observed. Two patients were then 
given 2 mg., one was given 3 mg., and the other 5 mg. of 
fludrocortisone acetate intravenously and maintained on 
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from 1 to 4 mg. orally for the first few days. In those 
cases receiving less than 5 mg. initially, the responses 
were not as dramatic as with larger amounts even though 
in two cases salt supplements orally were used. The pa- 
tients have been successfully managed on 0.5 mg. every 
second or third day. 

Because of its dual effect similar to that of both cor- 
tisone and desoxycorticosterone acetate, fludrocortisone 
acetate has been successfu'ly used as total replacement 
therapy in six cases of adrenal cortical hypofunc¢tion. 
Marked immediate sodium retention was demonstrated 
in two cases in which urinary excretion was studied. 
Prolonged overtreatment produced symptoms of water 
retention. The average maintenance dose required after 
stabilization was 0.5 mg. every second to third day. 


CONCLUSIONS 

Fludrocortisone acetate (9-«a-fluorohydrocortisone ), 
evaluated in several clinical conditions in order to com- 
pare its effect with cortisone and desoxycorticosterone 
(Doca) acetate, was shown to have a cortisone-like ef- 
fect averaging 15 to 20 times as great as hydrocortisone 
in its ability to: (1) inhibit the pituitary stimulation of 
the adrenal cortices; (2) produce loss of nitrogen, cal- 
cium, and phosphorus; (3) inhibit inflammation; and 
(4) produce a sense of well-being. Fludrocortisone ace- 
tate has an effect on mineral and water metabolism simi- 
lar to desoxycorticosterone but averaging about five 
times as great as desoxycorticosterone in its ability to 
promote sodium, chloride, and water retention and po- 
tassium diuresis. Its greatest clinical usefulness will 
probably be in adrenal insufficiency or adrenal surgery 
where both desoxycorticosterone and cortisone effects 
are desirable. Its usefulness in conditions where corti- 
sone or hydrocortisone alone has been beneficial will be 
limited by excessive sodium and water retention. Since 
its break-down products in the doses used do not ap- 
preciably affect the urinary steroid values, an additional 
advantage is its use in those cases of acute adrenal in- 
sufficiency in which treatment may be necessary before 
diagnostic studies can be performed. 


Anticoagulant Therapy.— Major factors responsible for the mis- 
use of anticoagulants include: (1) self-medication without pro- 
thrombin tests; (2) medication under physician's directions but 
without correct control; (3) administration of anticoagulants in 
the face of contraindications; (4) withholding of anticoagulant 
therapy in the presence of definite indications: (5) excessive 
dosage: and (6) inadequate dosage. Accumulated experience 
with these drugs has reduced the relative incidence of serious 
hemorrhage. Serious hemorrhage is rare in mild and moderately 
ill patients. The availability of vitamin K, has increased the 
safety. New coumarin and phenylindandione derivatives have 
been introduced for clinical use. . . . Their rate and duration 
of action vary, but their effectiveness depends fundamentally 
on their action on prothrombin. . . . The value of these drugs 
does not appear to be very different, and the facility with which 
the physician uses them probably constitutes the most impertant 
single factor in securing therapeutic results with safety. Heparin 
remains the only drug of its type suitable for clinical use. The 
so-called anticoagulants with enzymatic properties are thus far 
in an experimental phase and are not recommended for general 
use in man, pending much more comprehensive and critical 
evaluation.—lI. S. Wright, M.D., Present Status of Anticoagulant 
Therapy in the Treatment of Myocardial Infarction, Annals of 
Internal Medicine, November, 1955, 
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THE POWERFUL PLACEBO 


Henry K. Beecher, M.D., Boston 


Placebos have doubtless been used for centuries by 
wise physicians as well as by quacks, but it is only re- 
cently that recognition of an enquiring kind has been 
given the clinical circumstance where the use of this 
tool is essential “. . . to distinguish pharmacological ef- 
fects from the effects of suggestion, and. . . to obtain 
an unbiased assessment of the result of experiment.” It 
is interesting that Pepper could say as recently as 10 
years ago “apparently there has never been a paper pub- 
lished discussing [primarily] the important subject of the 
placebo.” In 1953 Gaddum ' said: 


Such tablets are sometimes called placebos, but it is better to 
call them dummies. According to the Shorter Oxford Dictionary 
the word placebo has been used since 1811 to mean a medicine 
given more to please than to benefit the patient. Dummy tablets 
are not particularly noted for the pleasure which they give to 
their recipients. One meaning of the word dummy is a “counter- 
feit object.” This seems to me the right word to describe a form 
of treatment which is intended to have no effect and I follow 
those who use it. A placebo is something which is intended to act 
through a psychological mechanism. It is an aid to therapeutic 
suggestion, but the effect which it produces may be either psy- 
chological or physical. It may make the patient feel better with- 
out any obvious justification, or it may produce actual changes 
in such things as the gastric secretion. . . . Dummy tablets may, 
of course, act as placebos, but, if they do, they lose some of their 
value as dummy tablets. They have two real functions, one of 
which is to distinguish pharmacological effects from the effects 
of suggestion, and the other is to obtain an unbiased assessment 
of the result of experiment. 


One may comment on Gaddum’s remarks: Both 
“dummies” and placebos are the same pharmacolog- 
ically inert substances; i. e., lactose, saline solution, 
starch. Since they appear to be differentiable chiefly in the 
reasons for which they are given and only at times dis- 
tinguishable in terms of their effects, it seems simpler to 
use the one term, placebo, whose two principal func- 
tions are well stated in Professor Gaddum’s last sentence 
quoted above. Finally, I do not understand how a dummy 
tablet could be prevented from having a psychological 
effect that, if pleasing, would make it a placebo. One 
term seems to fill the bill. If it falls a bit short of pre- 
cision, perhaps the language will have to grow a little 
to include the new use. 

To the increasingly well-recognized uses of the 
placebo I would add its use as a tool to get at certain 
fundamental mechanisms of the action of drugs, es- 
pecially those designed to modify subjective responses. 
This use will be illustrated here. Strong evidence will 
be presented to support the view that several classes of 
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drugs have an important part of their action on the re- 
action or processing component of suffering, as opposed 
to their effect on the original sensation. 

The opportunities opened up by the placebo are 
unique, for it cannot possibly enter into any process by 
virtue of its chemical composition. It has, so to speak, 
neither the reactivity nor the physical dimensions re- 
quired of an “effective” drug. It does not matter in 
the least what the placebo is made of or how much is used 
so long as it is not detected as a placebo by the subject 
or the observer. Thus the placebo provides an indispen- 
sable tool for study of the reaction or processing compo- 
nent of suffering. This will be referred to later on in this 
paper. I have discussed it extensively elsewhere.” 


REASONS FOR USE 


Reasons for the use of the placebo can be indicated 
by summarizing, then, its common purposes: as a psy- 
chological instrument in the therapy of certain ailments 
arising out of mental illness, as a resource of the harassed 
doctor in dealing with the neurotic patient, to determine 
the true effect of drugs apart from suggestion in experi- 
mental work, as a device for eliminating bias not only 
on the part of the patient but also, when used as an un- 
known, of the observer, and, finally, as a tool of impor- 
tance in the study of the mechanisms of drug action. 
Moreover, as a consequence of the use of placebos, 
those who react to them in a positive way can be 
screened out to advantage under some circumstances 
and the focus sharpened on drug effects. For example, 
Jellinek (1946) in studying 199 patients with headache 
found that 79 never got relief from a placebo, whereas 
120 did. His data for these numbers can be tabulated 
as follows: While differences between A, B and C do 
not emerge in the “mean success rate,” it appears in the 
placebo-nonreactor group that A is definitely more ef- 
fective than the other agents (table 1). He thus demon- 
strated (validated with statistical methods) that when the 
placebo reactors are screened out more useful differentia- 
tions can be made than otherwise ts the case. Jellinek is 
not on such sure ground when he seems to dismiss the 
placebo reactors as those having “imagined pain, psy- 
chological headaches.” From work on postoperative 
wound pain done by me and my associates it appears that 
placebos can relieve pain arising from physiological 
cause. (Certainly the reverse is true: psychological cause 
in promoting a flow of gastric juice can produce ulcer 
pain, etc.) This matter of the place of reaction to un- 
pleasant sensory phenomena has been discussed else- 
where.” 

We can take an example from our own work where 
placebos have relieved pain arising from physiological 
cause (surgical incision) and show how useful the screen- 
ing out of placebo reactors can be. I, with Keats, Mos- 
teller, and Lasagna,’ in 1953, administered analgesics by 
mouth to patients having steady, severe postoperative 
wound pain, and we found that when we took all pa- 
tients and all data we could not differentiate between 
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certain combined acetylsalicylic acid data and nar- 
cotic (morphine and codeine) data; however, when 
we screened out the placebo reactors, a sharp differ- 
ential emerged in favor of the acetylsalicylic acid ad- 
ministered orally as opposed to the narcotics adminis- 
tered orally. Observations of this kind were enough 
to give us an interest in the placebo reactor as such. We 
made a study of him and of the placebo response * in 
1954 in a group of 162 patients having steady, severe 
postoperative wound pain. We found that there were 
no differences in sex ratios or in intelligence between 
reactors and nonreactors. There are however significant 
differences in attitudes, habits, educational background, 
and personality structure between consistent reactors 
and nonreactors. These have been described in the re- 
port of this study. (There was a significantly higher 
incidence of relief from morphine in the placebo reactors 
than in the nonreactors. ) 

Lasagna, Mosteller, von Felsinger, and I * found in a 
study of severe postoperative wound pain that the num- 
ber of placebo doses was correlated highly with the total 
number of doses of all kinds. Fifteen patients with one 
placebo dose showed 53% relief from the placebo; 21 
patients with two placebo doses got 40% relief from 
the placebo; in 15 patients with three placebo doses 40% 
gave relief; and of 15 patients with four or more pla- 
cebo doses 15% gave relief. There was a significant 
correlation between number of doses and percentage 
relief. This same study gave an opportunity to examine 
the consistency of the placebo response. Sixty-nine pa- 
tients received two or more doses of a placebo. Fifty- 
five per cent (38 patients) of these behaved inconsist- 
ently, that is to say, sometimes the placebo produced re- 
lief and sometimes not. Fourteen per cent (10 patients ) 
were consistent reactors, that is, all placebo doses were 
effective. Thirty-one per cent (21 patients) were con- 
sistent nonreactors; the placebo doses were never effec- 
tive. It is impossible to predict the efficacy of subse- 
quent placebos from the response to the initial dose of 
saline. It must not be supposed that the action of pla- 
cebos is limited to “psychological” responses. Many ex- 
amples could be given of “physiological” change, ob- 
jective change, produced by placebos. Data on this will 
be presented below. 


MAGNITUDE OF THE THERAPEUTIC EFFECT 
OF PLACEBOS 

Notwithstanding the keen interest of a number of indi- 
viduals in placebo reactors and the placebo response, 
there is too little scientific as well as clinical appreciation 
of how important unawareness of these placebo effects 
can be and how devastating to experimental studies 
as well as to sound clinical judgment lack of attention 
to them can be. This problem exists in many laboratories 
and in many fields of therapy. Its size and pervasiveness 
can best be illustrated by quantitative data from the 
studies of others as well as our own. Fifteen illustrative 
studies have been chosen at random (doubtless many 
more could have been included) and are shown in 
table 2. These are not a selected group: all studies ex- 
amined that presented adequate data have been in- 
cluded. Thus in 15 studies (7 of our own, 8 of 
others) involving 1,082 patients, placebos are found to 
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have an average significant effectiveness of 35.2+2.2%, 
a degree not widely recognized. The great power of pla- 
cebos provides one of the strongest supports for the 
view that drugs that are capable of altering subjective 
responses and symptoms and do so to an important de- 
gree through their effect on the reaction component of 
suffering.” 


TOXIC AND OTHER SUBJECTIVE SIDE-EFFECTS 
OF PLACEBOS 


Not only do placebos produce beneficial results, but 
like other therapeutic agents they have associated toxic 
effects. In a consideration of 35 different toxic effects of 
placebos that we had observed in one or more of our 
studies, there is a sizable incidence of effect attributable 
to the placebo as follows: dry mouth, 7 subjects out 
of 77, or 9% ; nausea, 9 subjects out of 92, or 10% ; sen- 
sation of heaviness, 14 subjects out of 77, or 18% ; head- 
ache, 23 subjects out of 92, or 25%; difficulty con- 
centrating, 14 subjects out of 92, or 15%; drowsiness, 
36 subjects out of 72, or 50%; warm glow, 6 subjects 
out of 77, or 8%; relaxation, 5 subjects out of 57, or 
9% , fatigue, 10 subjects out of 57, or 18%; sleep, 7 
subjects out of 72, or 10%. The effects mentioned were 


TABLE |.—Percentage of Relief from Placebo in 199 Patients 
with Headaches 


Effective Effectiveness Effectiveness 
Mean in Placebo- in Placebo- 
Success Nonreactor Reactor 
Agent Rate, % Group, % Group, % 
(199) (79) (120) 


recorded as definite but without the subject’s or ob- 
server's knowledge that only a placebo had been admin- 
istered. 

Wolf and Pinsky ° reported in 1954 on an interesting 
study of placebos and their associated toxic reactions. 
They found, in studying a supposedly effective drug and 
a placebo (lactose) in patients with anxiety and tension 
as prominent complaints, that these symptoms were made 
better in about 30% of 31 patients. It is interesting to 
observe that the improvement rate was greater on the 
subjective side as just given than it was when objective 
signs of anxiety such as tremulousness, sweating, and 
tachycardia were considered. In this case (objective 
signs) about 17% were made better. 

In these patients of Wolf and Pinsky there were vari- 
ous minor complaints, but 3 of the 31 patients had major 
reactions to the placebo: one promptly had overwhelm- 
ing weakness, palpitation, and nausea both after taking 
the placebo and also after the tested (therapeutically in- 
effective ) drug. A diffuse rash—itchy, erythematous, and 
maculopapular—developed in a second patient after the 
placebo. It was diagnosed by a skin consultant as der- 
matitis medicamentosa. The rash quickly cleared after 
the placebo administration was stopped. Since the 


4. Lasagna, L.; Masteller, F.; von Felsinger, J. M., and Beecher, 
H. K.: A Study of the Placebo Response, Am. J. Med. 16: 770-779, 
1954. 

5. Wolf, S., and Pinsky, R. H.: Effects ot Placebo Administration 
and Occurrence of Toxic Reactions, J. A. M. A. 155: 339-341 (May 22) 
1954. 
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placebo was a small quantity of lactose taken orally, it 
is hardly possible that it could have produced a real 
dermatitis: In a third patient, within 10 minutes after 
taking her pills, epigastric pain followed by watery diar- 
rhea, urticaria, and angioneurotic edema of the lips de- 
veloped. These signs and symptoms occurred twice more 
after she received the pills and again when the batch of 
pills was shifted; thus she had the reaction after both 
the (therapeutically ineffective ) drug as well as after the 
placebo. These powerful placebo effects are objective 
evidence that the reaction phase * of suffering can pro- 
duce gross physical change. 


J.A.MLA., Dec. 24, 1955 


on toxic effects, reference was made to the patients of 
Wolf and Pinsky ° who developed objective toxic signs 
following placebo administration: palpitation, erythema- 
tous rash, watery diarrhea, urticaria, angioneurotic 
edema. Wolf‘ has pointed out “. . . ‘placebo effects’ in- 
clude objective changes at the end organ which may ex- 
ceed those attributable to potent pharmacologic action.” 

During work with narcotics, Keats and I observed that 
7 subjects out of 15, or 47%, were recorded as having 
constricted pupils, believed at the time (using “un- 
knowns” technique) to be a drug effect, although later it 
was found that a placebo had been used. Even though 


TaBLe 2.—Therapeutic Effectiveness of Placebos in Several Conditions 


% Satis- 
factorily 
Placebo Relieved 
Condition Study Agent Route * No. Placebo 
Severe post- Keats, A. S., and Beecher, H. K.: J. Pharmacol. Saline sf 118 21 
operative & Exper. Therap. : 1-13, 1950 
wound pain Beecher, H. K., and others: U. S. Armed Forces Saline we. ©. 29 31 
M. J. 2: 1269-1276, 1951 
Keats, A. S., and others: J. A. M. A. 147: 1761- Saline ae 34 man 
1763 (Dee. 29) 1951 
Beecher and others (1953) 4 Lactose P.O. 2 40 
36 33 
44 34 | 
40 32 
Lasagna and others (1954) 4 Saline S.C, 14 | 
37 
15 53 | 39 
21 40 
40 
15 
Cough Gravenstein, J. S., and others: J. Appl. Physiol. Luctose P.O. 29 36 | 40 
7: 119-139, 1954 43 
Drug-induced Lasagna, L., and others: J. A. M. A. 057: 1006- Isotonie S.C. Normal 20 30 
mood changes 1020 (Mareh 19) 1955 sodium “Post- 30 30 
ehloride addicts” 
Pain from Evans, W., and Hoyle, C.: Quart. J. Med. 2: Sodium Fr. oO. = 38 
angina 311-238, 1933 biecar- 
pectoris bonate 
Travell, J., and others: Ann. New York Aead. “Placebo” r.O. 19 26 
Se. 52: 345-353, 1949 
Greiner, T., and others: Am. J. Med. 9: 143- Lactose P.O. 27 38 
155, 1950 
Headache Jellinek (1946) Lactose 1% 5? 
Seasickness Gay and Carliner (1949) Lactose P.O. 33 58 
Anxiety and Wolf and Pinsky (1954) 4 Lactose P.O. 31 30 
tension 
Experimental Hillis (1952) Isotonic S.C. Many ex- 1 37 
cough periments 
ehloride 
Common cold Diehl, H. S.; J. A. M. A. 100: 2042-2049 (Dee. 23) Lactose FP. 0. Cold 110 35 
1933 acute 
Subacute 48 35 


chronie 


Total 1,082 Average 35.2 + 2.9% 
patients relieved 


* 1. V., intravenous; S. C., subeutaneous; P. O., oral. 


OBJECTIVE EFFECTS OF PLACEBOS 

Abbot, Mack, and Wolf® found in 13 experiments 
with placebos on a subject with a gastric fistula that the 
gastric acid level decreased in eight experiments, in- 
creased in two, and was unchanged in three. Whereas, 
in a second group of 13 experiments with no agent used, 
the gastric acid level increased in one case, decreased in 
4, and remained the same in 8. The gastric acid level fell 
apparently about twice as often when a placebo was used 
as when no agent was administered. In the section above 


6. Abbot, F. K.; Mack, M., and Wolf, S.: The Action of Banthine 
on the Stomach and Duodenum of Man with Observations on the Effects 
of Placebos, Gastroenterology 20: 249-261, 1952. 

7. Wolf, S.: Effects of Suggestion and Conditioning on the Action 
of Chemical Agents in Human Subjects—the Pharmacology of Placebos, 
J. Clin. Invest. 29: 100-109, 1950. 


this observed effect possibly might not have been related 
to the placebo administration in this case, it illustrates 
the kind of error that can get into uncontrolled drug ex- 
periments. 

Cleghorn, Graham, Campbell, Rublee, Elliott, and 
Saffran studied the adrenal cortex in psychoneurotic pa- 
tients where anxiety requiring hospitalization was the 
most prominent feature. They found that a placebo (iso- 
tonic sodium chloride ) injection produced a response in 
patients with severe anxiety similar to that given by 
corticotropin (ACTH) in normal patients. (As criteria 
of adrenal cortical activity they used the following in- 
dexes: increase in circulating neutrophils, decrease in 
lymphocytes, decrease in eosinophils, increase in the 
ratio of uric acid to creatinine. And more recently they 
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have added: potassium, sodium, 17-ketosteroids, and 
neutral reducing lipids determinations.) The amount of 
change was recorded in several types of experiments on 
normals (labeled O) as well as on patients. The patients 
have been divided arbitrarily into three categories, mild 
effect (labeled 2), moderate (labeled 1), marked (la- 
beled 2) and the numerical range limits for these groups 
set down. The label numbers in a given case were added 
together to give a composite index of adrenal cortical 
activity. Normal subjects who received a small dose of 
corticotropin always reacted more than the '2 class; 
class 1 was the range of change never observed in normal 
controls but was common in stress and with cortico- 
tropin; class 2 presented a degree of change that was un- 
usual for doses of corticotropin not exceeding 25 units. 
The response increased with the dose of corticotropin. 
Twenty-five of the subjects received a saline placebo 
injection. From the data it is evident that the patients 
with the severest anxiety states have a greater disturbance 
of their adrenal cortical activity by the placebo than is 
true of patients with less anxiety. 

These objective changes show that placebos can set 
off the adrenals and mimic drug action. They also show 
that the severer the disease state the greater is their 
effect. (This is in line with our long-standing thesis that, 
for sound information concerning the effectiveness of 
certain drugs designed to alter subjective responses or- 
dinarily arising in disease, it is sounder than otherwise 
to go to the pathological situation for answers as to drug 
effectiveness. ) 

In work in progress I have found strong evidence that 
placebos are far more effective in relieving a stressful 
situation (early postoperative wound pain) when the 
stress is severe than when it is less so. Thus subjective 
and objective (Cleghorn and others) data both support 
the view of a differential effectiveness of placebos. 


COMMENT 

An interesting discussion of the use of the placebo in 
therapy was presented by Gold and others in one of the 
Cornell Conferences on Therapy in 1946.5 Gold was 
one of the very earliest investigators to understand the 
use and significance and importance of the placebo. Not 
enough attention has been given to his sensible com- 
ments over the years. At this particular conference, 
DuBois commented that, although scarcely mentioned 
in the literature, placebos are more used than any other 
class of drugs. He objected to the definition of a placebo 
as an agent designed to pacify rather than to benefit and 
held, reasonably enough, that to pacify is to benefit. 
DuBois recalled that Fantus claimed that the lower the 
intelligence of the patient the more he is benefited by a 
placebo. Gold strongly disagreed and provided support 
for his disagreement. We agree with Gold on the basis of 
our own evidence.‘ Wolff pointed out that the placebo as 
a symbol of the doctor says in effect “I will take care of 
you.” Diethelm suggested that the person reacts to sug- 
gestion because what is suggested becomes to him reality. 
He believes it and consequently the expected result oc- 
curs. (In believing, the expected reaction takes place.) 
Gold made a strong plea for “pure” placebos; i. e., 
placebos that do not contain any element that could 
conceivably have a direct effect on the body’s cells, other- 
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wise the physician is likely to deceive himself. He comes 
to believe that these unlikely agents are nevertheless, by 
virtue of the specific drug included, effective, when really 
all the power they have is as a placebo. 

In studies of severe, steady postoperative wound pain 
extending over a considerable number of years we have 
found that rather constantly 30% or more of these indi- 
viduals get satisfactory pain relief from a placebo. The 
effectiveness of a placebo does vary in this work as 
shown in table 2, from one group to another, but is al- 
ways at an impressively high level, generally above the 
30% mentioned. Certainly in these and the other studies 
shown in table 2 the validity of the thesis presented here 
(namely, that the placebo can have powerful therapeutic 
effect) hinges largely on the definition of “satisfactory re- 
lief.” In each study referred to this has been care- 
fully defined. For example, in our pain work satisfactory 
relief is defined as “SO per cent or more relief of pain” 
at two checked intervals, 45 and 90 minutes after ad- 
ministration of the agent. (This is a reproducible judg- 
ment patients find easy to make.) Each author has been 
explicit, and some have required even greater success 
than indicated above. For example, Gay and Carliner 
(1949) required, for a positive effect, complete relief of 
seasickness within 30 minutes of administration of the 
placebo. The important point here is that in each of 
these representative studies, patients and observers alike, 
working with unknowns (usually “double blind” tech- 
nique) have concluded that a real therapeutic effect has 
occurred. The implication of this for an uncontrolled 
study is clear. 

The constancy of the placebo effect (35.2 + 2.2%) 
as indicated by the small standard error of the mean in 
a fairly wide variety of conditions, including pain, 
nausea, and mood changes, suggests that a fundamental 
mechanism in common is operating in these several 
cases, one that surely deserves further study. 

With placebos having an average high effectiveness of 
35% (table 2) in the variety of conditions dealt with 
here, it should be apparent that “clinical impression” is 
hardly a dependable source of information without the 
essential safeguards of the double unknowns technique, 
the use of placebos also as unknowns, randomization of 
administration, the use of correlated data (all agents are 
studied in the same patients), and mathematical valida- 
tion of any supposed differences. These safeguards are 
essential when matters of judgment enter into decision. 
Many “effective” drugs have power only a little greater 
than that of a placebo. To separate out even fairly great 
true effects above those of a placebo is manifestly diffi- 
cult to impossible on the basis of clinical impression. 
Many a drug has been extolled on the basis of clinical 
impression when the only power it had was that of a 
placebo. 

Not only does the use (and study) of placebos offer 
much of practical value, but it is important to recognize 
that use of this tool promises to give access to an under- 
standing of certain basic problems of mechanism of ac- 
tion of narcotics and other agents that modify subjective 
responses. A detailed discussion has been given else- 


8. Wolff, H. G.; DuBois, E. F., and Gold, H., in Cornell Conferences 
on Therapy: Use of Placebos in Therapy, New York J. Med, 46: 1718- 
1727, 1946. 


59 


1606 THE POWERFUL PLACEBO—BEECHER 


where ° of the two phases of suffering: the original pain 
sensation, for example, and then the reaction to it or 
the processing of it by the central nervous system. The 
evidence for the importance of the reaction phase as the 
site of drug action has been assembled,’ and in that ac- 
count the effectiveness of placebos stands as one of the 
principal supports of the concept. We can learn still 
more from placebos along this line. Consider the follow- 
ing statement: If, against all of the evidence to the con- 
trary, one were to hold the view that the placebo is a 
feeble or useless therapeutic agent, then the placebo 
should appear most effective when the test condition is 
mild and less effective when pitted against severe condi- 
tions. There are two kinds of evidence, subjective and 
objective, referred to above, that just the opposite is the 
case: placebos are most effective when the stress (anxi- 
ety or pain, for example) is greatest. 

Two other views fit well with these findings. For some 
years we have held to the working hypothesis that sub- 
jective responses must be studied in man where they 
arise in pathology, that they cannot be usefully contrived 
experimentally in man. There is considerable factual evi- 
dence to support this view.’ We believe the reason for 
this is that in pathology the significance, the reaction, is 
greatest and of a kind and degree that cannot ade- 
quately be produced experimentally. Where the signifi- 
cance is greatest, one can expect the greatest reaction, 
the greatest (more extensive) processing of the original 
sensations, and, in a parallel way, the greatest response 
to therapy both of “active” drugs (like morphine) and 
of placebos insofar as they act on the reaction phase. 
This may explain why morphine fails to block the ex- 
perimental pain of the Hardy-Wolff procedures.* The 
greater effectiveness of the placebo where the stress and 
reaction are greatest, taking into account that the placebo 
can only act on the reaction facet, supports the view that 
placebos being chiefly effective as indicated when there is 
great significance, great reaction, do indeed act by alter- 
ing the reaction. 

Placebos provide an opportunity for attacking prob- 
lems not possible of study with specifically effective drugs 
(like morphine on pain), since with these drugs one can 
never be sure that the original sensation was not altered 
by drug action. The placebo effect of active drugs is 
masked by their active effects. The power attributed to 
morphine is then presumably a placebo effect plus its 
drug effect. The total “drug” effect is equal to its ‘‘ac- 
tive” effect plus its placebo effect: 75% of a group in 
severe postoperative pain are satisfactorily relieved by a 
large dose of morphine (15 mg. of the salt per 70 kg. of 
body weight), but 35% are relieved by the placebo. 


SUMMARY AND CONCLUSIONS 

It is evident that placebos have a high degree of thera- 
peutic effectiveness in treating subjective responses, de- 
cided improvement, interpreted under the unknowns 
technique as a real therapeutic effect, being produced 
in 35.2 + 2.2% of cases. This is shown in over 1,000 
patients in 15 studies covering a wide variety of areas: 
wound pain, the pain of angina pectoris, headache, 
nausea, phenomena related to cough and to drug-induced 
mood changes, anxiety and tension, and finally the com- 
mon cold, a wide spread of human ailments where sub- 
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jective factors enter. The relative constancy of the 
placebo effect over a fairly wide assortment of subjective 
responses suggests that a fundamental mechanism in 
common is operating, one that deserves more study. The 
evidence is that placebos are most effective when the 
stress is greatest. This supports the concept of the reac- 
tion phase as an important site of drug action. 

Placebos have not only remarkable therapeutic power 
but also toxic effects. These are both subjective and ob- 
jective. The reaction (psychological) component of suf- 
fering has power to produce gross physical change. It is 
plain not only that therapeutic power of a drug under 
study must in most cases be hedged about by the con- 
trols described below but also that studies of side-effects 
must be subjected to the same controls. 

When subjective responses, symptoms, are under 
study, it is apparent that the high order of effectiveness 
of placebos must be recognized. Clearly, arbitrary cri- 
teria of effectiveness of a drug must be set up. Preserva- 
tion of sound judgment both in the laboratory and in 
the clinic requires the use of the “double blind” tech- 
nique, where neither the subject nor the observer is 
aware Of what agent was used or indeed when it was 
used. This latter requirement is made possible by the 
insertion of a placebo, also as an unknown, into the plan 
of study. A standard of reference should be employed 
for comparison with new agents or techniques. Ran- 
domization of administration of the agents tested is im- 
portant. The use of correlated data (the agents com- 
pared are tested in the same patients) is essential if 
modest numbers are to be worked with. Mathematical 
validation of observed difference is often necessary. 
Whenever judgment is a component of appraisal of a 
drug or a technique, and this is often the case, conscious 
or unconscious bias must be eliminated by the proce- 
dures just mentioned. These requirements have been dis- 
cussed in detail elsewhere.’ 

9. Beecher, H. K.: Appraisal of Drugs Intended to Alter Subjective 


Responses, Symptoms, report to Council on Pharmacy and Chemistry. 
J. A. M. A. : 399-401 (June 4) 1955, 


Machine Age Overtakes Medicine.—As year succeeds year, some 
new physical or chemical technic and some new and elaborate 
machine are applied to the study of disease; great claims are 
always made for the precision of the answers yielded by these 
technics and machines. One of the greatest struggles that a 
practicing doctor has is to keep up-to-date with advances of this 
kind. No sooner has he mastered one than another is upon him. 
Moreover, the machines or technics are often so complex that 
he cannot understand them. He has to take what they tell him 
on trust. . . . There is a growing tendency for doctors to rely 
on the information given by such technics and machines in 
preference to the information which they gain themselves from 
the history and physical signs. I am extremely doubtful if this 
is in the interests of good doctoring, and for three reasons. 
First, the errors and limitations of these new technics are not 
at first appreciated. . . . Second, a thorough clinical examina- 
tion, which will be carried out only by doctors who appreciate 
its worth, is the best method of establishing that spirit of mutual 
understanding and good will which is the core of the doctor- 
pationt relationship. Finally, to rely on data, the nature of 
which one does not understand, is the first step in losing in- 
tellectual honesty. The doctor is particularly vulnerable to a 
loss of this kind, since so much of therapeutics is based on 
suggestion. And the loss naturally leaves him and his patients 
the poorer.—G. W. Pickering, M.D., Disorders of Contemporary 
Society and Their Impact on Medicine, Annals of Internal 
Medicine, November, 1955. 
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Medical progress of the past few decades has drasti- 
cally changed the scope of many s>ecialties, including pe- 
diatrics. With the conquest of infectious and nutritional 
diseases the major problems of child health remain in 
the fields of health supervision, chronic illness, and 
“mental health.” The field of chronic illness is a broad 
one including musculoskeletal disabilities, rheumatic fe- 
ver and heart disease, hearing and speech, convulsive 
disorders, congenital malformation of all types, visual 
defects, mental retardation, and emotional disturbance. 
The pediatrician’s potential contribution to the care of 
these youngsters is unlimited. In urban areas it is usually 
the pediatrician who sees many of these children in the 
hospital newborn infant nurseries. From then on he 
shares with the family the responsibility for the child’s 
development in health and disease. In view of the huge 
potential role that the pediatrician might play in the care 
of children with chronic illness, it is surprising how little 
he does participate. This report describes the function- 
ing of the pediatrician in the hospital care of orthope- 
dically handicapped children in a large urban area. It 
raises the question as to why his role has been a minor 
one and suggests means by which this all important com- 
ponent of handicapped children’s care can be greatly 
strengthened. 

BACKGROUND 


The Bureau for Handicapped Children of the New 
York City Department of Health (through the state-aid 
Medical Rehabilitation Program) since 1945 has pro- 
vided payment for hospital, convalescent, and rehabilita- 
tion care for handicapped children under the age of 21 
years. Approximately $1,500,000 was expended from 
July 1, 1953, to July 1, 1954, for the care of orthopedic, 
congenital cardiac, visual, cleft palate, drug addiction, 
orthodontic, plastic surgical, and certain pediatric condi- 
tions. Since 1951, the bureau has attempted to evaluate 
the quality of care given to the children under the pro- 
gram and to work with the participating institutions to- 
ward the improvement of such care. The Hospital Con- 
sultation Program of the bureau has functioned through 
a periodic survey of hospital and convalescent services. 
In the orthopedic field, surveys of 25 children’s hospital 
orthopedic services have been made by a team composed 
of an orthopedic surgeon, physiatrist, pediatrician, hos- 
pital nursing consultant, and medical social worker. 
Survey findings have been presented to the Orthopedic 
Advisory Committee composed of 15 leaders in the fields 
of orthopedic surgery, physiatry, pediatrics, nursing, so- 
cial work, hospital administration, and vocational reha- 
bilitation. Based on standards developed by the advisory 
commitiee, letters of recommendations have been sent 
to the corresponding key members of the staff of each 
hospital and a postsurvey conference has been held at 
the hospital with the same key personnel to discuss the 


findings and rec¢ dations. The following data rep- 
resent the pertinent pediatric findings noted as the results 
of the survey of 25 children’s hospital orthopedic serv- 
ices. Of the 25 hospitals, 15 are general hospitals, 6 are 
specialty hospitals devoted predominantly or exclusively 
to the care of orthopedic patients, 2 are chronic disease 
hospitals, and 2 are communicable disease hospitals. 


SURVEY F:NDINGS 

Approval for Residency Training. —Of the 25 hos- 
pitals, 15 general hospitals (60% ) have full approval by 
the Council on Medical Education and Hospitals of the 
American Medical Association for training in pediatrics, 
and 2 communicable disease hospitals (8% ) are ap- 
proved for a six month period only. Eight hospitals 
(32% ) are not approved; this group is composed of six 
specialty hospitals and two general hospitals. The im- 
portant finding is that 68% of the hospitals have some 
degree of approval for pediatric residency training, and 
the potential opportunity for pediatric participation in 
the care of these children is considerable. In the ortho- 
pedic surgical field, 17 of the 25 hospitals (68% ) have 
some degree of approval for orthopedic training, of which 
12 hospitals (48% ) have full three year approval. In 
the field of physical medicine and rehabilitation, 8 of the 
25 hospitals (32% ) have approval for the training of 
residents in physiatry (table 1). 

Provision of Qualified Chiefs of Services.—Only 8 
(32% ) of the 25 hospitals had qualified chiefs of the 
orthopedic, pediatric, and physical medicine and reha- 
bilitation services who were actively supervising the serv- 
ices. Of the 25 hospitals, 12 had qualified chiefs of 
orthopedic and pediatric services; 2 had qualified chiefs 
of orthopedic and physical medicine and rehabilitation 
services; one had chiefs in pediatric and physical medi- 
cine and rehabilitation services; one had a chief in pe- 
diatrics only; and one had a chief in physical medicine 
and rehabilitation only. The opportunity for pediatric 
participation is again demonstrated by the fact that 22 
of the 25 hospitals (88% ) had a qualified pediatrician 
in charge of the pediatric care. Twenty-two hospitals 
(88% ) had a qualified orthopedic surgeon in charge of 
the orthopedic care. Twelve hospitals (48% ) had a 
qualified physiatrist in charge of the physical medicine 
and rehabilitat:on care. 

Provision of Resident Staff—Only 4 of the 25 hos- 
pitals (16% ) had available resident staff from the three 
essential services of orthopedic surgery, pediatrics, and 
physical medicine and rehabilitation; 5 had residents in 
orthopedics and pediatrics; one had residents in ortho- 
pedics and physical medicine and rehabilitation; 3 had 
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residents in orthopedics only; 6 in pediatrics only; one 
in physical medicine and rehabilitation only; 2 in general 
surgery and pediatrics; 2 in general surgery only; and 
one had none. Thus, 17 hospitals (68% ) had pediatric 
residents, 13 (52%) had orthopedic residents, and 6 
(24% ) had residents in physical medicine and rehabili- 
tation. The pediatric specialty had the greatest frequency 
of resident staff available for the care of these children. 

Census.—At the time of the survey, 3 of the 25 hos- 
pitals had no orthopedic patients in the age group from 
birth to 21 years, 7 had 1 to 5, 2 had 6 to 10, 2 had 11 to 
15, one had 16 to 20, one had 21 to 25, 3 had 26 to 30, 
2 had 31 to 40, 2 had 41 to 50, one had 51 to 60, and one 
had over 60. A total of 12 hospitals had 10 or less and 
15 hospitals had 20 or less. These surveys were usually 
made during the period from September through June. 
Usually no surveys are made during July and August 
due to the vacation of the hospital staffs. This finding 
of low patient census in many hospitals is a significant 
one, which will be discussed later. 

Admission Procedure.—In no hospital did all three 
essential team members, namely the orthopedic, pe- 
diatric, and physical medicine and rehabilitation residents 


TABLE 1.—Residency Training Program Approvals 


Physical 
Medicine 
and 
Orthopedic Rehabilita- 

Status of Approval Surgery io Pediatrics 
i% ] ee 
8 av 8 

25 25 2 


see the children together or separately on admission to 
the inpatient service. The predominant pattern, found in 
nine hospitals, was for the orthopedic resident alone to 
see the child; in five hospitals they were seen by the sur- 
gical resident only, in four by the orthopedic and pe- 
diatric residents, in two by the pediatric resident only, in 
two the younger children (to age 2) by the pediatric 
resident and the older ones by the surgical resident, in 
one by the orthopedic and pediatric (part-time) coor- 
dinators, in one by the surgical and pediatric residents, 
and in one by the physiatrist, psychologist, social worker, 
nurse, and physical and occupational therapists. Thus 
the pediatric resident participated in the admission eval- 
uation of all children in seven hospitals. In only one 
hospital was there use of the nonmedical members of the 
team in the admission evaluation of children; in this in- 
stance neither the pediatrician nor the orthopedist par- 
ticipated in the admission evaluation. 

Extent of Medical Supervision.—The extent of medi- 
cal supervision can be seen in the frequency and pattern 
of rounds and in the frequency of and attendance at staff 
conferences. 

Frequency of Medical Rounds: Of the 25 hospitals 
surveyed, daily rounds were made by orthopedists in 12, 
by pediatricians in 7, and by physiatrists in 2; in 21 hos- 
pitals there was a regular plan for orthopedic super- 
vision; in only 12 was there a regular plan for pediatric 
supervision; in 7 other hospitals the pediatric staff was 
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used on a consultation basis but was rarely called in for 
consultation. In only five hospitals was there a regular 
plan for supervision by the physical medicine and reha- 
bilitation staff (table 2). 

Pattern of Medical Rounds: The predominant pattern 
found was for the orthopedic medical staff to make 
rounds alone (15 hospitals); in 2 hospitals rounds were 
made jointly by orthopedists, pediatricians, social service 
workers, and nurses; in 2 by physiatrists, pediatricians, 


TABLE 2.—Frequency of Medical Rounds 


Ortho- Pedia- Physt- 

Frequency pedists tricians atrists 
12 7 2 
times weekly... 1 oe 
Consultation 3 7 1 
25 25 25 


nurses, and physical therapists; in one by orthopedists 
and social service workers; in one by orthopedists, 
social service workers, and nurses; in one by orthope- 
dists and nurses; in one by the pediatric staff alone; in 
one by the physiatric staff alone; and in one by a team 
comprised of orthopedist, physiatrist, social worker, 
nurse, and physical therapist. In five hospitals, the pe- 
diatricians attended or participated in rounds either sepa- 
rately or with other members of the medical or nonmedi- 
cal team. In no hospital did all members of the medical 
team of the pediatrician, the orthopedist, and the physiat- 
rist make rounds together. 

Frequency of Staff Conferences: Weekly orthopedic 
staff conferences were held in 17 hospitals, 3 hospitals 
held them once a month, and 5 hospitals either had no 
staff conferences or held them at infrequent or sporadic 
intervals. (One held them quarterly, one held them oc- 
casionally, and 3 had none.) 


TABLE 3.—Attendance at Staff Conferences on Orthopedic Cases 


Hos- 

Participating Personne] pitals 
Orthopedic, nursing, physical 1 
Orthopedic, nursing, physical therapy, social serviee..........6. 1 
Orthopedic, physiatric, nursing, 1 
Orthopedic, physiatrie, nursing, social service, physieal therapy. 1 
Orthopedie, pediatrie, physical therapy, nursing, social service.. 1 


Orthopedic, pediatric, physical 1 

Orthopedic, nursing, social service, physical and oceupational 

Physiatrie; pediatrician; nursing; social service; psychologist; 
physical, occupational, and speech therapists; teacher......... 1 


3 


Attendance at Staff Conferences: The predominant 
pattern was for the orthopedic staff to hold their con- 
ferences alone (12 hospitals). In no hospital was there 
a plan for a regular joint conference of the three essen- 
tial medical services. In only three hospitals did a mem- 
ber of the pediatric staff attend and participate in ortho- 
pedic staff conferences (table 3). 
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Essential Ancillary Personnel and Services.—Thirteen 
hospitals had a nursing supervisor assigned to the service 
caring for orthopedically handicapped children. Of 
these, there were two had nursing supervisors with special 
training in orthopedic nursing and two with special train- 
ing in pediatric nursing. Only four hospitals had a policy 
for usually referring orthopedically handicapped chil- 
dren at the time of discharge to the community public 
health nursing agencies for home follow-up and super- 
vision. Fifteen hospitals had an organized department 
of physical medicine and rehabilitation, 7 of which had a 
separate rehabilitation ward provided and 8 of which 
provided a separate rehabilitation outpatient department. 
Twenty-two hospitals had at least one full-time physical 
therapist on the staff. Only three hospitals employed 
only qualified physical therapists. Thirteen hospitals had 
at least one full-time occupational therapist, and 10 hos- 
pitals had at least one full-time speech therapist. Four- 
teen of the 25 hospitals had a qualified director of the 
nutrition or dietetic department. All but two hospitals 
had a laboratory service for routine laboratory work, and 
a qualified medical director of the laboratory service. 
Fourteen of the 25 hospitals had a blood bank. All but 
two hospitals had a radiology department, and a qualified 
radiologist in charge of the department. Fifteen of the 
25 hospitals are approved by the Council on Medical 
Education and Hospitals for residency training in ra- 
diology. 

Fifteen of the 25 hospitals had a qualified medical 
anesthetist as director of the anesthesia department, and 
11 hospitals had an approved residency training program 
in anesthesiology. In only eight hospitals was anesthesia 
administered to orthopedically handicapped children 
routinely by qualified medical anesthetists. Fourteen of 
the 25 hospitals had a qualified director of the social serv- 
ice department. Four hospitals had no social service 
‘department at all. In only three hospitals was there total 
social service review and coverage of all orthopedically 
handicapped children admitted ito the inpatient service. 
In at least nine hospitals, social service data were not 
incorporated into the patient’s individual chart or record. 
Eighteen hospitals had a teacher provided for continuing 
the education of the children during the period of hos- 
pitalization. Seventeen hospitals had at least one full- 
time psychologist on the staff. Only four hospitals had a 
recreation worker on the staff. Only three hospitals had 
a vocational counselor on the staff. Eight other hospitals 
had some plan established for referral of teen-age ortho- 
pedically handicapped patients to the community voca- 
tional guidance agencies, Fourteen hospitals had no such 
staff or plan. In regard to dental care, 14 hospitals had 
a service that did extractions only; one additional hos- 
pital performed fillings and extractions and one addi- 
tional hospital had a more complete service including 
orthodontia care. 

Visiting Hours.—All hospitals, where the information 
was collected, had designated visiting hours at least once 
a week. Only six hospitals allowed parents to visit daily; 
three allowed visits four times weekly, five allowed visits 
three times weekly, six allowed them twice weekly, and 
two allowed them once a week. 

Records.—Of the 22 hospitals with an orthopedic out- 
patient service, 6 had a unit system of records whereby 
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some continuity of care was provided by incorporation 
of outpatient records and inpatient charts into a single 
record. A review of inpatient records in the hospitals 
revealed in most instances that there was no pediatric 
admission examination. Pediatric progress notes were in 
general either absent or brief. In addition to the sparse 
pediatric notes, other areas of recording requiring 
strengthening were general progress notes, recording of 
preoperative surgical evaluation, description of the sur- 
gical procedures, physiatric and physical therapy prog- 
ress notes, social service information, discharge notes, 
and plan for ongoing supervision. 

Outpatient Care.—By the nature of the specialty, most 
orthopedically handicapped children are treated on an 
outpatient care basis and only a small percentage require 
hospitalization. The outpatient department therefore 
provides the device for early case finding, for making an 
accurate evaluation and diagnosis, for school placement 
recommendations, and for providing much of the treat- 
ment, supervision, and rehabilitation. Of the 22 hospitals 
with an outpatient department, only 7 provided a sepa- 
rate children’s orthopedic clinic and only 3 had a pe- 
diatrician in attendance. There was an extreme varia- 


TABLE 4.—Physician-Patient Ratio in Hospital Orthopedic 
Clinics 


No. of 
Physician-Patient Ratio Hospitals 


No information 
No clinic 


to 


tion in the physician-patient ratio in the orthopedic 
clinics (table 4). No hospital orthopedic clinic had a 
“time” appointment system for its patients, meaning long 
periods of waiting for mothers and children. Five clinics 
had a plan for review and follow-up of broken appoint- 
ments. There were no regular staff conferences in any of 
the clinics. Although casts were usually changed during 
the regular clinic hours, in some instances patients were 
scheduled for revisits on “special cast days.” 


COMMENT 

From the viewpoint of the pediatrician, the single out- 
standing finding in the survey material is the fact that 
such a relatively high percentage of the hospitals are ap- 
proved for pediatric residency training, have a pediatric 
resident staff, and have a qualified pediatrician as chief 
of the pediatric staff; yet there has been so little pediatric 
participation in the orthopedic care of these children 
either in the inpatient or the outpatient service. The rea- 
sons for the lack of pediatric participation vary from 
hospital to hospital. Generally there seems to be a lack 
of appreciation of the contribution that the pediatrician 
is able to make in the care of these children and some 
lack of interest on the part of the pediatric staff. The 
probable reason for this is the fact that many pediatri- 
cians during their period of postgraduate training did not 
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have an opportunity to participate in the care of ortho- 
pedically handicapped children. At postsurvey confer- 
ences with the stafis of the hospitals, many pediatricians 
have been most receptive to the suggestion that they play 
a more active role. Not only is the participation of the 
pediatric staff important from the viewpoint of the actual 
contribution that the pediatrician is able to make, but 
since most of the hospitals are approved for pediatric 
residency training, opportunity should be provided for 
the house staff members to become trained in the field of 
orthopedics and learn the meaning of “team care” of an 
orthopedically handicapped child. With the steadily in- 
creasing number of children being treated at home or on 
outpatient basis there is a critical need for concomitant 
improvement and expansion of outpatient facilities. Al- 
though frequently the major problem, the orthopedic 
medical component in reality represents but one of the 
features in the over-all care of the child on an outpatient 
basis. The clinic not only must serve as the link between 
hospital and home care but must provide for early case 
finding and accurate diagnosis and evaluation and plan 
for long-term medical, social service, and nursing care in 
chronic illness. Consultation with the pediatrician when 
indicated, or original referral and clearance from a sepa- 
rate pediatric clinic, as is the current practice, is wholly 
unsatisfactory as a means of rendering good continuous 
over-all care to a handicapped child and neglects com- 
pletely the team approach to common problems. Since 
the outpatient department closely represents the type of 
patient seen in daily practice, it is valuable training for a 
pediatric resident in early recognition of orthopedic ab- 
normalities. 

In general there has been a low census of orthope- 
dically handicapped children in hospitals surveyed. In 
the past several decades there has been a steady decline 
in orthopedic disabilities associated with rickets and 
tuberculosis of bones and joints due to general improve- 
ment in child health supervision and to public health 
measures and a decrease in disability due to osteomye- 
litis since the advent of antibiotics, Nevertheless, hos- 
pital inpatient facilities in a large urban area have not 
been readjusted to the changing clinical picture. From 
the viewpoint of improved comprehensive care and resi- 
dent training, the low census in many of the inpatient 
services raises the question as to whether it might be 
more desirable to approve fewer services of better qual- 
ity, with a regional or geographical plan for rotating 
house staff members of the various specialties. 

In general, visiting hours for hospitalized children are 
too sharply limited. It is felt that liberalization of hours 
would reduce the untoward psychological effects of 
separation from the family, serve as a means for parent 
teaching and interpretation of the child’s needs, and as- 
sist in certain essential activities such as feeding. Recog- 
nizing the administrative objections, which in most in- 
stances are soluble, the advantages of liberalized visiting 
hours appear obvious. 


SUMMARY AND CONCLUSIONS 
Three basic medical specialties are essential to the 
care and rehabilitation of orthopedically handicapped 
children—the orthopedic surgeon, the pediatrician and 
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the physiatrist. They should participate on a “team” 
basis, so that they see the child on admission, follow the 
child during the inpatient hospital course, make joint 
rounds, attend joint conferences, and plan for the child’s 
discharge and ongoing care. Provision should likewise be 
made for their joint participation in outpatient care. Al- 
though the phrase “the team approach” has become a 
cliché, the concept rarely has been applied. In addition 
to the physicians, the essential nonmedical members of 
the team should be included—the social worker, hos- 
pital and public nurses, the psychologist, the physical 
and occupational and speech therapists, the recreation 
worker, the nutritionist, the vocational counselor, and 
the teacher. The skills of many professional disciplines 
are necessary for the total evaluation, care, and rehabili- 
tation of these children. 

A review of the pediatrician’s role in the care of ortho- 
pedically handicapped children, based on team survey 
of 25 children’s hospital orthopedic services in New 
York City, indicates that there has been surprisingly little 
pediatric participation. In both hospital and outpatient 
care the pediatrician should participate in the medical 
care of the child and he is often the closest link with 
the family. He is the most responsible individual in the 
area of early case finding and early recognition of ortho- 
pedic disability, which so often determine whether a 
child will grow into a healthy normal or a deformed adult. 

125 Worth St. (13) (Dr. Wallace). 


The Medical Student in Ancient Greece.—In contrast to the 
magical and rigidly traditional world of Assyrian medicine, and 
the more rational but hardly less rigid Egyptian cult, the 
medicine of ancient Greece, whose flower is preserved for us 
in the Hippocratic writings, seems like a breath of fresh air or 
a flooding of sunshine into a dank and sinister cave, for though 
the priests of the temples of Asklepios jealously guarded the 
belief in divine revelation as a guide to medical treatment, yet 
they were content to maintain the closest and most friendly 
relations with the true doctors, the Asklepiadae whose medical 
schools were established in close proximity to the temples which 
they regularly frequented and where they studied the illnesses 
and cures of patients treated there for all kinds of diseases. 
Medical teaching in these schools of the Asklepiadae—which 
resembled modern academies rather than universities—began at 
an early age and in the common case of a doctor's son was 
naturally initiated by the father. It was continued by practical 
training from other doctors to whom an honorarium was payable 
and the pupil when qualified was bound to teach the healing 
art to the sons of his teacher without remuneration (Puschmann, 
1891). The oath which the student eventually took on admission 
to the Society of the Asklepiadae is preserved in the later Hippo- 
cratic collection and represents a far higher ethical code for the 
regulation of the doctor’s life and practice than the world had 
known previously. The picture it paints of the relations between 
teacher and student is one that any teacher to-day might envy, 
as the budding doctor swore “To regard my teacher in this art 
as equal to my parents.” It is obvious from this oath and from 
what we know of the way of life in Hippocratic and post- 
Hippocratic times that the medical student must have lived a 
far healthier life than in most other ages and countries, and a 
much more interesting one as Greek medicine, like all Greek 
learning, derived its glory from the impulse of intense curiosity 
which alone can further the advancement of scientific research. 
——Sir Weldon Dalrymple-Champneys, Bt., D.M., F.R.C.P., The 
Medical Student Through the Ages, Proceedings of the Royal 
Society of Medicine, October, 1955, 
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CLINICAL EVALUATION OF LENTE INSULIN IN ONE HUNDRED NINE 
DIABETIC PATIENTS 


Edgar A. Haunz, M.D., Grand Forks, N. D. 


The first significant advance in insulin modifications 
since the introduction of isophane (NPH) insulin, a 
crystalline modification of protamine zinc insulin, was the 
development of so-called insulin-zinc suspensions by 
Hallas-Moller and co-workers of the Novo Laboratories, 
Copenhagen, in 1952. Indeed, the rather startling rev- 
elation that zinc alone is capable of extending the time- 
action curve of insulin had eluded competent investiga- 
tors for many years, simply because it was not fully 
realized that such delayed action is actually a fourfold 
function of a suitable buffer (acetate), a critical pH 
range (pH 5-8), the quantity of zinc present (not less 
than 0.5 mg. of zine per 1,000 units of insulin), and the 
physical state of the insulin (amorphous and crystalline 
{large or small crystals] ). 

The commonly used phosphate butfer has been the 
major deterrent to prolongation of insulin action by zinc 
alone, even in the presence of large concentrations of 
zinc. In the presence of a phosphate (or citrate) buffer, 
the insulin crystals dissolve as the zinc is liberated and 
the latter is precipitated as zinc phosphate. Previous 
ignorance of this fact necessitated the use of foreign 
protein substances such as protamine, histone, and glo- 
bin to retard the absorption of injected insulin. On the 
other hand, in the presence of an acetate buffer, insulin 
crystals apparently permit substances such as zinc to 
enter into the crystals by diffusion and react chemically 
with the insulin within its crystal lattice. Summarily, any 
insulin preparation with a properly adjusted pH, a suit- 
able buffer, and zinc in adequate concentration will con- 
tain all the undissolved insulin bound to zinc at the neu- 
tral point and be thus capable of prolonged action. 

INSULIN-ZINC SUSPENSIONS 

Insulin-zinc suspensions exist in two basic physical 
forms, namely amorphous and crystalline. Amorphous 
insulin (referring to the physical state of the insulin 
and not its purity, since crystalline insulin is used in 
its preparation) is prepared by the precipitation of 
dissolved crystalline insulin.* The amorphous precipi- 
tate forms when the pH is adjusted rapidly upward dur- 
ing preparation and the resultant suspension exists in a 
form more rapidly absorbed, having a time-action po- 
tential of about 12 to 18 hours. This preparation is called 
semilente insulin and contains 2 mg. of zinc per 1,000 
units of insulin, with a blood pH of 7.2. The crystalline 
form, on the other hand, results when insulin crystals are 
suspended in a solution of a zinc salt and remain undis- 
solved in the pH range of 5-8, provided substances that 
interact with the zinc are not present.’ The precipitation 
zone of pH at which crystallization occurs will vary 
somewhat with the amount of zinc present.'! The crysta!- 
line form is termed ultralente insulin, a single injection 
of which may be capable of acting as long as 96 hours.* 

It is readily apparent that the time action of neither 
semilente nor ultralente insulin is completely satisfac- 
tory; however, the time-action potential can be varied at 


will simply by admixture of different quantities of these 
two basic insulin-zinc suspensions. This observation led 
to the adoption of a mixture ratio considered most 
ideally suited to control the average diabetic; namely, a 
mixture of 70% ultralente and 30% semilente insulin. 
Preliminary observations on this preparation, which ts 
designated lente insulin, or insulin type 70/30, suggest 
that for practical purposes the time-action curves are 
superimposable on those of isophane insulin. In fact, 
conversion trom isophane to lente insulin has been made 
on a unit for unit basis in the studies by Peck and others.‘ 

As a general rule the biphasic action curves achieved 
by “tailor-made” mixtures of protamine zinc insulin and 
unmodified insulin can be duplicated by similar admix- 
ture of amorphous and crystalline insulin-zinc suspen- 
sions, but in the latter instance there is the distinct ad- 
vantage that the two insulins can be premixed several 
months in advance since the resultant mixture is stable 
for long periods. While isophane insulin is equally stable 
and may likewise be premixed, only its fast-acting com- 
ponent can be enhanced. There is no way of prolonging 
the action of isophane since ordinary protamine zinc 
insulin cannot be added in situations where this feature is 
desirable. The advantages of premixed insulins are self- 
evident. 

A number of British investigators have published 
favorable clinical observations on preliminary trials with 
insulin-zinc suspensions,” and these reports are largely 
responsible for the commercial availability of these prep- 
arations in England, Denmark, and the United States 
at the present time. In Britain, however, published ob- 
servations on these trials are in relation to only small 
groups, ranging from to 29°” patients, and con- 
clusions to be drawn therefrom are subject to decided 
limitations. The report of Peck and co-workers ‘ repre- 
sents the largest series at the time of this writing, namely, 
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60 outpatients and 47 inpatients, but only 29 were 
selected for detailed analysis. In the latter report the first 
case of allergy is recorded, refuting the previous impres- 
sion that allergy does not occur with insulin-zince sus- 
pensions. 

In the midst of enthusiasm for the new insulin-zinc 
suspensions the wisdom of introducing three new prepa- 
rations has been challenged ° on the grounds that “dan- 
gers resulting from confusion between different prepa- 
rations will be much increased.” However, only two new 
preparations should prove necessary if it is subsequently 
shown that unmodified insulin can be mixed with either 
ultralente or lente insulin. The current impression is that 
the addition of unmodified insulin, with a pH of 2.9 to 
3.5, to either lente or ultralente insulin fails to impart 
a quick-acting component, because the unmodified in- 
sulin is converted into ultralente insulin as a result of 
the inability of the mixture to be buffered effectively out- 
side the range at which crystalline precipitation occurs. 
This impression presupposes, of course, that the unmodi- 
fied insulin used contains neither phosphate nor citrate 
buffer, the latter of which alone would nullify sustained 
action by precipitation of the zinc as zinc phosphate or 
citrate. Before the elimination of amorphous insulin- 
zinc suspension as a separate preparation can be antici- 
pated, the feasibility of mixing unmodified insulin with 
either lente or ultralente insulin awaits further elucida- 
tion. 

The original purpose of Hallas-Moller and co-workers 
in introducing three new insulin-zinc suspensions con- 
sisted of an attempt to fulfill the variable insulin time- 
action requirements in 65 patients with severe cases of 
diabetes. The terms A, B, and C reactions were used to 
designate in a simple way the different blood sugar curves 
obtained. These curves indicated nothing specific about 
either the preparation or the patient but expressed ex- 
clusively the interaction between the factors involved; 
namely, the type of diabetes the patient had, his diet, 
the amount of exercise and sleep he got, and the insulin 
preparation used.’ The implications are tantamount to 
saying that no simple relationship exists between the 
blood sugar response of a diabetic patient and the ac- 
tivity range of the insulin preparation. The availability 
of such diversified insulin-zinc suspensions at the present 
time falls far short of realization since lente insulin is 
the only commercially available preparation in_ this 
country. 

PLAN OF STUDY 

From a large diabetic practice, a random selection of 
109 diabetic patients was made for clinical trial with 
lente insulin. Patients’ ages ranged from 4 to 78 years, 
12 of the total being children under 15 years of age. 
There were 65 female and 44 mate patients. The dura- 
tion of diabetes in these cases ranged from six months 
to 36 years. To facilitate analysis of results these patients 
were later classified into five groups on the basis of dif- 
ficulty in control of the disease, with reference to stabil- 
ity of fasting and postprandial blood sugar values, fre- 
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quency and severity of hypoglycemic reactions, and 
degree of cooperation or adequacy of self-management. 
Such a classification is obviously arbitrary but serves 
to simplify the statistical analysis of an otherwise un- 
wieldy, heterogenous group of diabetic patients. 

The patients in all four groups were on therapy with 
isophane or other insulin. Group | consisted of 66 pa- 
tients whose control was considered excellent; that is, 
the fasting and postprandial blood sugar determinations 
were not unduly high, hypoglycemic reactions were in- 
frequent or absent, and the degree of cooperation and 
adequacy of self-management was excellent. In_ this 
group there were some patients with minimal glycosuria 
and moderate hyperglycemia, and vice versa (so-called 
high and low renal threshold diabetic patients ). Group 2 
consisted of 18 patients whose control was considered 
only fair to good in terms of hyperglycemia and hypo- 
glycemic reactions despite apparent conscientious ad- 
herence to principles of good self-management and diet. 
Group 3A consisted of 15 patients whose control was 
obviously poor as evidenced by frequent hyperglycemia, 
widely fluctuating determinations of fasting and post- 
prandial blood sugar levels, and frequent, moderate to 
severe insulin reactions, all occurring despite an appar- 
ent conscientious adherence to principles of self-man- 
agement. Group 3B consisted of six patients whose con- 
trol was generally poor as evidenced by hyperglycemia, 
in either or both the fasting or postprandial states, and 
a marked tendency to insulin reactions, both conditions 
of which were apparently due to deliberate disregard of 
diet and rules of self-management. Repeated efforts to 
improve cooperation had failed. Group 4 consisted of 
four patients who were characterized as metabolically 
unstable. Their tendency to frequent attacks of hyper- 
glycemia with ketosis, alternating with frequent, severe 
hypoglycemic reactions was proved, by previous hos- 
pitalization under strict conditions of control, not due to 
gross disregard of rules or diet. 

The majority of these patients had been under close 
clinical observation for several years, and detailed rec- 
ords of daily urinalyses, numerous fasting and post- 
prandial blood sugar determinations, frequency and 
severity of insulin reactions, and complications were 
available. The diets prescribed were set up by a trained 
dietitian. All candidates for trial with lente insulin were 
required to have several fasting and postprandial blood 
sugar determinations made before being considered eli- 
gible for clinical trials. Several weeks of optimal control 
with the previous insulin used was a Strict prerequisite to 
acceptance for clinical trial with lente insulin. Tests for 
sugar in the urine were performed before meals and at 
bedtime for at least 7 to 10 days before starting a patient 
on therapy with the new insulin, although in most in- 
stances four tests daily had been routine for much longer 
periods. At the end of this period, fasting and post- 
prandial blood sugar determinations were repeated and 
therapy with lente insulin started. After 7 to 10 days of 
therapy with lente insulin, fasting and postprandial blood 
sugar determinations were again recorded and careful 
analytic questioning of the patient followed with regard 
to ease of control, degree of glycosuria evident from four 
urine tests daily, tendency to insulin reactions, allergy, 
and whether the patient felt better, worse, or the same 
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with the new insulin. The same data were recorded dur- 
ing each subsequent visit for fasting and postprandial 
blood sugar determinations. Such follow-up visits were 
required every two or three weeks (or oftener) during 
the several months’ trial period with lente insulin. Thus, 
prolonged observation permitted more numerous fasting 
and postprandial blood sugar determinations, together 
with a study of such things as the frequency and severity 
of hypoglycemic reactions and allergic phenomena. 

Each patient accepted was carefully examined to ex- 
clude any possible sites of infection or other complica- 
tions that would invalidate comparative clinical appraisal 
of the two respective treatment programs. During the 
course of treatment with lente insulin, 7 (6% ) of the 
total of 1J9 patients required brief hospitalization rang- 
ing from two to seven days for treatment of influenza, 
upper respiratory infections, or minor injuries, but during 
such periods the trial data were omitted. This served to 
prevent confusion in evaluating over-all results. 

Every effort was made to maintain uniformity in the 
conditions under which clinical trials would be made. 
Thus, no alteration in total calories of the daily diet was 
permitted when changing from the previous insulin 
preparation to lente insulin, although minor changes 
were occasionally necessary in the distribution of calories 
among feedings. Also, since an appreciable change in 
weight during either of the two clinical trial periods with 
insulin therapy would obviously invalidate the compari- 
son of results in a given patient, such cases were omitted. 
The notorious influence of obesity or weight loss on 
blood sugar levels and on insulin requirement is too well 
known to merit emphasis here. 

In groups | and 2 average fasting and average post- 
prandial blood sugar values were determined during 
periods of optimal control with lente insulin and with 
previously used insulins. From 3 to 12 blood sugar 
determinations were the source of each average vatue. 
The same approach was utilized to arrive at averaze 
values in groups 3A, 3B, and 4, but, in addition, the 
over-all range of fasting and postprandial blood sugar 
values, respectively, was recorded for each patient dur- 
ing periods of optimal control. This was believed sta- 
tistically significant because of the wide fluctuations in 
blood sugar levels that were peculiar to these three 
groups. In all, 2,344 blood sugar determinations were 
made. Final comparison of results was not made until 
patients had been taking lente insulin, with or without 
admixture, for periods ranging from 3 to 10 months. 
For convenience of recording, insulin reactions were 
graded on the following basis: grade 1, earliest recog- 
nizable signs and symptoms of hypoglycemia; grade 2, 
definite and moderately severe signs and symptoms of 
hypoglycemia; grade 3, severe signs and symptoms of 
hypoglycemia without loss of consciousness; grade 4, 
extreme signs and symptoms of hypoglycemia progres- 
sing to unconsciousness, or “hypoglycemic coma.” Each 
patient was advised to carefully note the time of day 
when reactions occurred. (Detailed printed record sheets 
with ample space to record all the above details were 
provided for each patient. ) 

During each of the two clinical trial periods glycosuria 
was expressed as an “average” for each of the four daily 
tests on the basis of 0 to 4+4- sugar as indicated by 
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Clinitest. Samplings were taken during periods of opti- 
mal control for two weeks or more on each treatment 
program. Precise correlation of blood sugar determina- 
tions with simultaneous urine tests for sugar on “second 
voidings” (the specimen to be tested was voided about 
15 to 20 minutes after emptying the bladder and drinking 
a glass of water) served to establish the reliability of 
urine tests in reflecting interim fluctuations in blood 
sugar values presumed to occur between actual blood 
sugar determinations. When the apparent renal threshold 
was thus determined for each case, urine tests were 
utilized as ancillary data in evaluating the over-all dia- 
betic control achieved by lente insulin as compared with 
previously used insulin preparations. 


RESULTS 
Group 1.—In group 1, 10 of 66 patients exhibited 


. definite improvement in control, 55 were equally well 


controlled, and one was not quite as well controlled on 
therapy with lente insulin, as compared with the degree 
of clinical control with previously used insulins. (Sixty- 
three patients had previously been taking isophane in- 
sulin, two patients had been taking mixtures of prota- 
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Fig. 1.—Grand average and over-all range of average fasting and post- 
prandial blood sugar values for each group studied. Note that grand 
averages are consistently lower with patients on therapy with lente insulin 
than with previously used insulins. Total doses include insulin mixture 
used in 12 patients, White bar = previous insulin used, black bar -—= lente 
insulin, horizontal line across bars = average. 


mine zinc and soluble insulin, and the remaining patient 
had been taking globin zinc insulin.) Improved or equally 
good control of the blood sugar level was achieved in 
57 patients by an equal or slightly lower dose of lente 
insulin, as evidenced by the grand averages illustrated 
in figure 1. The remaining nine patients required from 
2 to 14 units more lente insulin daily for optimal control. 

Hypoglycemic reactions occurred in 21 patients dur- 
ing treatment with previously used insulins but in only 
9 when lente insulin was substituted. Such reactions to 
lente insulin did not occur in any patient devoid of 
reactions to previously used insulins, and in no instances 
were reactions with lente insulin more severe. There 
was little difference in the time of day when reactions 
occurred in a given patient on either of the two treatment 
programs, except that a slightly greater preponderance 
of reactions in the morning was evident in those patients 
on therapy with lente insulin. Localized allergy occurred 
in 12 patients on therapy with lente insulin and in 16 
patients on therapy with previously used insulins. Eight 
of the 16 patients manifesting allergy to previously used 
insulins were likewise allergic to lente insulin. Such 
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allergic phenomena were evanescent (persisting only a 
few days) in 12 patients during therapy with previously 
used insulins and in 9 patients during lente insulin ther- 
apy. Allergy was eliminated only when special beef 
preparations of the respective insulins were substituted 
in four patients on therapy with previously used insulins 
and in three patients on therapy with lente insulin. (Spe- 
cial beef lente insulin may be obtained for use in patients 
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Fig. 2.-Average and range of fasting blood sugar values in 15 patients 
comprising group 3A. Note that 10 showed lower average values but that 
9 showed wider range of values on therapy with lente insulin. Control is 
generally poor on either insulin program. White bar == previous insulin 
used, black bar = lente insulin, horizontal line across bars — average 


with persistent allergy to the conventional insulin prepa- 
ration.) A transient, localized burning sensation at the 
sites of injection was described by nine patients receiving 
lente insulin, while only five patients reported a similar 
experience after injection of isophane insulin. 

Group 2.—In group 2, 8 of 18 patients exhibited 
definite improvement in control of the blood sugar level, 
and the remaining 10 showed equally good control with 
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Fig. 3.—Average and range of postprandial blood sugar values in 
15 patients comprising group 3A. Note that 13 showed lower average 
values but that 10 showed wider range of values on therapy with lente 
insulin. Control is generally poor on either insulin program. White bar = 
previous insulin used, black bar = lente insulin, horizontal line across 
bars == average. 


lente insulin (fig. 1). The degree of over-all clinical 
control paralleled these blood sugar levels without ex- 
ception. Grand averages of fasting and postprandial 
blood sugar values and the average daily dose of insulin 
for this group as a whole were significantly lower during 
therapy with lente insulin, as illustrated in figure I. 
Hypoglycemic reactions occurred in 17 patients during 
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treatment with previously used insulins but in only 15 
after therapy with lente insulin was substituted. Reac- 
tions were more frequent and severe in one patient but 
less frequent and less severe in three patients during 
the latter program. Here again, reactions to lente insulin 
did not occur in any patient devoid of reactions to pre- 
viously used insulins. Localized allergy from therapy 
with lente insulin was noted in one patient who had 
no previous insulin allergy and in two patients who had 
had allergic reactions during therapy with previously 
used insulins. Burning sensations at injection sites were 
reported from use of lente insulin in one patient and 
from use of isophane insulin in another case. 

Group 3A.—In group 3A blood sugar values showed 
slight to moderate improvement in control in 8 of the 
15 patients, equally poor contro! in 5 patients, and 
poorer control in the remaining 2 patients during triais 
with lente insulin (fig. 2 and 3). Here again, over-all 
clinical control paralleled control of the blood sugar 
level. During therapy with lente insulin grand averages 
of fasting and postprandial blood sugar values were sig- 
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Fig. 4.—Average and range of fasting blood sugar values in six patients 
comprising group 3B and in tour patients comprising group 4. Note that 
all patients in both groups showed lower average values but that four 
showed wider range of values on therapy with lente insulin. Patients in 
cases 1 and 2 of group 4 were on therapy with mixture of lente insulin 
and zinc-insulin crystals. Diabetic control was generally poor in all cases. 
White bar = previous insulin used, black bar = lente insulin, horizontal 
line across bars == average. 


nificantly lower for this group; this was achieved by a 
slightly lower daily dose of insulin (fig. 1). In one case 
hypoglycemic reactions, occurring occasionally during 
treatment with the previously used insulin (isophane), 
were totally absent during lente insulin therapy. On the 
other hand, reactions to lente insulin were more frequent 
and more severe in five patients and less frequent and 
less severe in five patients than corresponding reactions 
with previously used insulins. In the remaining four 
patients reactions were essentially similar in frequency 
and severity on either insulin program. All patients ex- 
hibiting reactions to Jente insulin had experienced reac- 
tions to previously used insulins. Three patients in this 
group experienced localized allergy to previously used 
insulins, but only one of these was likewise allergic to 
lente insulin. The latter was the only patient allergic to 
lente insulin in this group. As previously mentioned, dia- 
betic control in this group was generally poor. Burning 
sensations at injection sites were reported from previ- 
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ously used insulins in four patients, but no patients in 
this group experienced this phenomenon from use of 
Jente insulin. 

Group 3B.—lIn group 3B control of blood sugar levels 
and, likewise, over-all clinical control were definitely im- 
proved in one of six patients, slightly improved in two, 
equally poor in two, and slightly poorer in one during 
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Fig. 5.—Average and range of postprandial blood sugar values in six 
patients comprising group 3B and in four patients comprising group 4. 
Note that five showed lower average values but that six showed wider 
range in values on therapy with lente insulin. In two instances (case 6, 
group 3B; and case 4, group 4) range is the same with either insulin 
except that over-all fluctuations do not occur at same levels. Diabetic 
control generally poor in all cases. White bar = previous insulin used, 
black bar = lente insulin, horizontal line across bars = average. 


lente insulin therapy (fig. 4 and 5). Here again, average 
blood sugar values and total daily insulin dosage were 
significantly lower for the group as a whole during trials 
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in the remaining patient. As previously mentioned these 
were characterized as metabolically unstable diabetic pa- 
tients in whom attempts to achieve better control of the 
blood sugar were fraught with increased frequency and 
severity of hypoglycemic reactions. Conversely, attempts 
to lessen the frequency and severity of hypoglycemic 
reactions frequently resulted in bouts of excessive hyper- 
glycemia and ketosis. The degree of superiority of over- 
all clinical control achieved by lente insulin in the two 
patients mentioned was actually minimal. A generalized 
urticarious reaction occurred in one patient while receiv- 
ing isophane insulin; it disappeared when lente insulin 
was substituted. One instance of temporary localized 
allergy to lente insulin was noted in another patient who 
had exhibited no allergy to isophane insulin. No burning 
sensations at injection sites occurred in any patient in 
this group. 

Lente and Unmodified Insulin Mixture.—Mixtures ot 
lente and unmodified insulin (zinc-insulin crystals ) were 
tried in 12 patients. These patients were selected as 
follows: one patient from group 1, two patients from 
group 2, seven patients from group 3A, and two patients 
from group 4. Blood sugar control on this program of 
treatment was distinctly superior in three patients, mod- 
erately improved in four patients, equally poor in two 
patients, and distinctly poorer in the remaining three 
patients. One of the latter three patients discontinued 
therapy with the mixture of lente and unmodified insulin 
and resumed therapy with a mixture of isophane and 
unmodified insulin after a six months’ trial of therapy 
with a mixture of lente and unmodified insulin (fig. 6). 
Hypoglycemic reactions were less frequent and _ less 
severe in five patients, more frequent and more severe 


with lente insulin (fig. 1). Hypoglycemic reac- 
tions were less frequent and less severe in only 
one patient, slightly more frequent and severe 
in another patient, and about equally frequent 
and severe in the remaining four patients during 
trials with lente insulin, All patients who ex- 
perienced reactions to lente insulin likewise had 
reactions to previously used insulins, Localized 
allergy occurred in two patients during therapy 
with previously used insulins but in no patients 
during lente insulin therapy. Burning sensations 
at injection sites occurred in only one patient in 
this group, and this was experienced from lente 
insulin. As previously mentioned, poor control 
of the diabetes and poor cooperation were char- 
acteristic of this group, 

Group 4.—In group 4 control of blood sugar 
levels was slightly improved in two of tour pa- 
tients and slightly poorer in two patients during 
lente insulin therapy (fig. 4 and 5). Average 
fasting and postprandial blood sugar values to- 
gether with the average daily insulin dose for 
this group reflect the same trend of slightly 
better control on slightly smaller dosage of lente 
insulin, as observed in the four preceding 
groups (fig. 1). Hypoglycemic reactions were 
definitely less frequent and less severe in 
three patients but more frequent and severe 


in two patients, and of equal frequency and severity 
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Fig. 6.—Comparison of results of previously used insulin with mixtures of lente and 
zinc-insulin crystals. Each double column denotes insulin) mixture. Single columns 
denote injection of one type of insulin. Al mixtures injected before breakfast. Note 
that average fasting and postprandial blood suyar levels were lower in seven patients 
(cases 1, 2, 3. 4, 5, 10, and 12) with the mixture containing lente insulin and that over-all 
control of the diabetes was significantly improved in each case. Fasting blood sugar 
determinations were lower in nine patients, as were postprandial values in nine patients. 
Wider range in fasting and postprandial biood sugar determinations occurred in seven 
and six patients, respectively, during trial with mixture including lente insulin. One 
(cause &) Changed back to previous insulin program on which this patient had fewer insulin 
reactions and somewhat more stable blood sugar levels. Results suggest that mixture 
with lente insulin may be superior in more patients with stable diabetes (cases 1, 2, and 
3) but that there are no decided advantages in treatment of patients with unstable diabetes 
us represented by the remaining cases. 
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in one patient during therapy with a mixture of lente 
and unmodified insulin. In three patients, however, reac- 
tions occurring while on therapy with previously used 
insulins entirely disappeared when the lente insulin mix- 
tures were given. One patient experienced no reactions 
during either of the two clinical trial periods. No allergic 
reactions whatever occurred in this group. 

Each of the 109 patients was asked whether he or 
she felt better, the same, or worse during treatment with 
lente insulin, as compared with the previous insulin pro- 
gram. Results are listed in table 1. At the time of this 


TasL_e 1.—Patients’ Opinion of Their Condition When Using 
Lente Insulin 


Opinion Group1 Group? Group38A Group 3B Group 4 
a 20 7 5 3 2 
Same....... 46 10 8 2 
0 2 0 0 

66 1s 15 6 4 


writing only 4 of the 109 patients had discontinued ther- 
apy with Jente insulin to resume use of the previous 
insulin. 

Hypoglycemic Potentialities of Lente Insulin —The 
prolonged observation possible in this study afforded an 
excellent opportunity to record the protean manifesta- 
tions of hypoglycemic shock, both quantitatively and 
qualitatively. It soon became apparent that lente insulin 
may exhibit all the dangerous hypoglycemic potentialities 
inherent in other modified insulins. In two patients (one 
from group 3B and one from group 4) there occurred 
sudden loss of consciousness without any aura whatever, 
the patients suddenly falling down. Similar reactions had 
occurred from previously used insulins in these patients, 
except that a momentary warning preceded the attacks. 
Another cumulative hypoglycemic reaction from lente 
insulin occurring in the case of a 4-year-old-boy in 
group | was characterized by formications and visual 
hallucinosis in the form of “worms crawling all over the 
body.” The hysterical child was constantly attempting 
to brush off the worms. Despite chemical correction of 
the hypoglycemia in the hospital this alarming reaction 
persisted for eight hours, subsiding gradually thereafter. 
In this case the child’s mother had failed to follow direc- 
tions in lowering the insulin dosage, as urine tests had 
shown improved control. 

Allergy.—Six of the total of 109 patients, having no 
allergy to previously used insulins, exhibited definite 
localized allergy, such as redness, swelling, and itching, 
at sites of lente insulin injections. In one instance this 
phenomenon disappeared in the second week with lente 
insulin therapy. In three instances the allergy disap- 
peared when special beef lente insulin was substituted, 
but in the remaining two cases allergy persisted even 
after substitution of special beef lente insulin; however 
the allergy disappeared upon resuming use of the pre- 
vious (isophane) insulin. In all groups, a total of 24 pa- 
tients (22% ) exhibited mild to severe allergic reactions 
during therapy with previously used insulins, while only 
15 patients (14% ) exhibited similar reactions to lente 
insulin. A transient burning sensation was experienced 
at injection sites by 10 patients (9% ) on therapy with 
previously used insulin and by 11 patients (10% ) on 
therapy with lente insulin (table 2). 
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Among all groups the renal threshold for glucose 
was considered abnormally high in nine patients and ab- 
normally low in two patients. In these cases more fre- 
quent determinations of the blood sugar level were made 
as an obvious necessity for accurate appraisal of the 
comparative efficacy of lente and previously used in- 
sulins. In the remaining 98 patients urine tests performed 
four times daily on “second voidings” were found to be 
a reasonably accurate indication of blood sugar levels. 


COMMENT 

The statistical analysis illustrated in figure 1 is in- 
tended only to reflect an over-all trend in blood sugar 
values and total daily insulin requirements for each of 
the five groups during respective trial periods with lente 
insulin and previously used insulins. Analysis of results 
hitherto presented by groups disclosed that over-all dia- 
betic control with lente insulin was distinctly inferior 
to control with other insulin in six patients as follows: 
in group 1, one patient; in group 3A, two patients; in 
group 3B, one patient; in group 4, two patients. On the 
other hand, it should be noted that more or less improved 
control with lente (or a mixture of lente and unmodified) 
insulin was achieved in 31 patients as follows: in group 
1, 10 patients; in group 2, 8 patients; in group 3A, 8 
patients; in group 3B, 3 patients; in group 4, 2 patients. 
In the remaining total of 72 patients among all groups 
over-all clinical control was considered equally good, 
or equally poor, with either lente or the previous insulin 
used. Space prohibits detailed reporting of the critical 
analysis to which each patient was subjected before final 
comparisons were made and judgment passed on the 
degree of clinical control achieved by the preceding in- 
sulin used and lente insulin respectively. In evaluating 
degree of clinical control, the patients’ opinions were 
ignored, since too often the psychic influence of “trying 
something new” is at least temporarily in the direction 
of exaggerating its merits. The generalization that ap- 
pears most significant is that lente insulin was proved to 
be distinctly inferior in only six patients. 

Dosage and Control.—Lente insulin appears to be 
somewhat more efficient than isophane insulin on a unit 
for unit basis in the majority of cases, although its supe- 


TABLE 2.—J/ncidence of Allergic Reactions and/or Burning 
Sensation at Site of Injection 


Allergy Burning 
Tnsulin “No. No. % 
24 22 10 9 


riority is usually slight. In converting a patient from iso- 
phane to lente insulin, these results suggest that one 
should begin the latter at slightly lower dosage than the 
current dosage of isophane. This approach will fortify 
the patient against hypoglycemic reactions in the morn- 
ing, which appear to be a littlke more common with use 
of lente insulin. In occasional instances suppertime and 
bedtime feedings were increased slightly by redistribu- 
tion of the total daily caloric intake as further prophy- 
laxis against reactions. Except for the above phenom- 
enon, very little difference was noted in the time of day 
insulin reactions occurred. It is noteworthy that in 
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group | the incidence of insulin reactions fell from 32% 
to only 14% after conversion to lente insulin. This, 
coupled with the observation that usually a little more 
efficient control, or at least equally good control, is 
achieved by a slightly smaller dosage of lente insulin 
than the dosage in previously used insulins (in 57 of 66 
patients), is impressive evidence that lente may well be 
the over-all insulin of choice in the average stable dia- 
betic patient whose condition is mild. Such a conclusion 
appears also justified for the patients in group 2, but 
similar conclusions cannot be drawn from the data ex- 
hibited by the remaining three groups of patients in 
whom problems are more apt to be those of individual- 
ization. In the latter groups improved control of the 
blood sugar level was too often beset with more frequent 
hypoglycemic reactions, and, conversely, attempts to 
eliminate such reactions by reducing insulin dosage even- 
tuated in poorer control of the blood sugar level (a grim 
reminder that we are still far from the ideal insulin). 
Indeed, in group 3B the whole problem is further com- 
pounded by lack of patient cooperation, but it is of 
curious interest that apparently slight over-all improve- 
ment in control occurred in three patients, disregarding 
the patients’ own opinions, which were also favorable. 

In some instances of very unstable diabetes (group 4) 
the practice of administering two doses of isophane in- 
sulin daily (three-quarters of the total dose given before 
breakfast and one-quarter before supper) was likewise 
tried with lente insulin, with similar results. True “brit- 
tle” diabetes usually cannot be efficiently controlled by 
any long-acting insulin, including lente insulin. These 
cases are best controlled by multiple doses of unmodified 
insulin,® since this approach at least eliminates the dan- 
gerous, prolonged, cumulative hypoglycemic reactions 
seen all too often in this group. For example, one such 
patient, not included in this study, had been without a 
single hypoglycemic reaction for four years while taking 
three doses of unmodified insulin daily. She requested a 
trial of lente insulin and, after appearing to be in ex- 
cellent control for two weeks, suddenly developed a 
severe, prolonged hypoglycemic coma, sustaining a scalp 
laceration from a fall after the onset of sudden uncon- 
sciousness. Thereafter, despite every attempt at meticu- 
lous regulation, she continued to have sudden, severe, 
sustained reactions with convulsions. It is of interest that 
she had tried isophane insulin four years previously with 
the same catastrophic results. Mixtures of protamine zinc 
and soluble insulin had been equally unsatisfactory in 
this patient. 

Mixture of Lente with Zinc-Insulin Crystals.—Not- 
withstanding reports to the contrary, the results of trials 
in 12 patients indicate that lente insulin can be success- 
fully mixed with zinc-insulin crystals (the dosage of the 
Jatter not exceeding that of the former) in situations 
where enhancement of the quick-acting component is 
desired. Such mixtures appear to be superior to isophane 
or protamine admixtures with unmodified insulin, at 
least in the patient with more stable diabetes (fig. 6). 
In no case was there evidence that unmodified insulin, 
when mixed with lente, failed to enhance the quick- 
acting component or lowered the pH sufficiently to cause 
crystalline precipitation, thereby unduly prolonging the 
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time action of lente insulin. In fact, the two insulins 
apparently function independently in such mixtures, ac- 
cording to Holcomb and his co-workers ® and Marble.’° 
However, these observations are to be accepted with 
reservation in view of the limited trials attempted. They 
are reported with the hope of stimulating further investi- 
gation. It is worthy of emphasis that pH studies carried 
out by the Lilly Research Laboratories and by the 
department of biochemistry at the University of North 
Dakota Medical School reaffirm the assertion that ad- 
mixture of as much as one part of zinc-insulin crystals 
with one part of lente insulin does not depress the pH 
below 5.7, which is still well above the range at which 
crystalline precipitation of the soluble insulin occurs 
(pH 5.0). It should rarely, if ever, be necessary to add 
more than an equal part of soluble insulin to lente 
insulin; beyond this point there is the hazard of pro- 
longing rather than quickening the time-reaction poten- 
tial. 

Since a total of 94 patients had been taking isophane 
insulin prior to trials with lente insulin there seemed little 
to be gained from making detailed individual compari- 
sons in the remaining 15 patients who had been taking 
other insulins including multiple doses of soluble insulin, 
mixtures of protamine zinc and soluble insulin, mixtures 
of isophane and soluble insulin, and, in one patient, 
globin insulin, 


Skin Reactions and Localized Allergy.—While the 
over-all incidence of allergic reactions is considerably 
lower from therapy with lente than from other insulins 
used in this study, it is considerably higher than pre- 
viously reported (see table 2). In fact, only one in- 
stance of allergy was reported in 107 patients followed 
by Peck, Kirtley, and others.‘ Perhaps some of this dis- 
crepancy is predicated upon just what constitutes an 
allergic skin response to insulin. In the present study 
only those skin reactions that the patient found annoying 
were recorded as allergic phenomena from use of insulin. 
Furthermore, some skin reactions did not develop until 
after the insulin had been given for a period of time. In 
several instances the phenomenon was very transient, 
persisting only a few days. As Marble *' has pointed out, 
the incidence of skin reactions to insulins as noted by 
various observers has varied “from less than 10% to 
55.8%.” Such differences are apparently due to the care 
with which patients are examined after injections and 
whether mild responses are included as reactions. It has 
long been known that the incidence of allergic reactions 
to insulin itself falls precipitously when the latter is re- 
crystallized several times during manufacture. 

The occurrence of localized allergy from use of lente 
insulin in six patients who had no such reactions to pre- 
viously used insulins merits special emphasis. In three 
of these patients there is no doubt that such allergy was 
due to pork insulin, since the use of special beef lente in- 
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sulin proved to be nonreactive. Because of the two pa- 
tients whose allergy persisted after substitution of special 
beef lente insulin (despite total absence of allergy to 
isophane insulin), there is strong evidence that some sen- 
sitizing agent exclusive of insulin and zinc may be present 
in the lente insulin preparation. 

Burning Sensations at Injection Sites.—The transient 
burning sensation at injection sites noted with about 
equal frequency from use of lente and other insulins can 
be quite annoying to the patient and may be simply an- 
other sensitivity phenomenon without skin manifesta- 
tions. The sensation cannot be attributed to traces of 
alcohol in the syringe, because it also occurred in pa- 
tients who boiled their syringes before each injection 
and used no alcohol. Phenol is not responsible for this 
(in fact, phenol has a local anesthetic effect), for it is 
present in all Lilly insulins except lente insulin. That 
insulin itself is not responsible for this phenomenon is 
borne out by the observation that 17 patients experi- 
enced burning from only one of two insulin preparations 
tried. Zinc cannot be incriminated since one patient who 
experienced burning from use of lente insulin had no 
such discomfort from globin insulin with zinc, the zinc 
content of which is even higher than that of lente insulin. 
This problem is annoying enough to deserve more de- 
tailed investigation. 

Patients’ opinions listed in table 1 were recorded 
purely for curiosity and were not utilized in any way to 
influence interpretation of results. The wisdom of this 
is apparent from the fact that, among the total of 106 
patients who stated that they felt cither the same or better 
while taking lente insulin, there were actually 5 patients 
in whom over-all clinical control with lente insulin was 
inferior to control with previously used insulins, At the 
recent British Diabetic Association meeting, Dr. S. G. 
Oakley of London reported that his trials with lente in- 
sulin were very successful in children and in new pa- 
tients but that in old patients the dose of lente insulin 
had to be increased by at least 25% when changing 
over from previous insulins, “otherwise deterioration 
and ketosis might occur.” '* A careful analysis of the 
present series of 109 patients failed to confirm this ob- 
servation. 

SUMMARY AND CONCLUSIONS 

Evidence has been presented to indicate that, with a 
few exceptions, lente insulin can be substituted for iso- 
phane insulin on a unit for unit basis; however a slightly 
lower dose of lente insulin is suggested at the outset, 
since many patients exhibit significantly better diabetic 
control on therapy with slightly less lente than isophane 
insulin. With some exceptions, diabetic control is 
smoother and insulin reactions fewer and milder in 
stable diabetic patients when lente insulin is substituted 
for the previously used insulin. Since lente insulin is the 
purest long-acting insulin yet developed (devoid of any 
foreign protein except that which is inherent in the in- 
sulin itself), it should be used in every diabetic patient 
in whom it achieves good clinical control in the absence 
of persistent allergy. While lente insulin is competitive 
with, and indeed sometimes superior to, other insulins, 
with or without admixture, in cases of more severe and 
unstable diabetes, it is subject to the same decided limi- 
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tations as its predecessors. Its selection in such cases is 
distinctly an individual problem and not a substitute for 
sound clinical judgment. It is axiomatic that in practice 
the clinician should fit the insulin to the patient and not 
the patient to the insulin. 

Allergic phenomena of a localized nature are seen 
in significant percentage of patients receiving 
lente insulin, although less commonly than in the case of 
other modified insulins. In such instances the use of 


special beef lente insulin may be necessary, although the 


allergy is usually a temporary disturbance. A hitherto 
unreported phenomenon is the occurrence of definite 
localized allergy to both lente and special beef lente in- 
sulin in two patients who exhibited no allergy to isophane 
insulin. Hypoglycemic reactions can be just as severe 
and cumulative from use of lente insulin as reactions en- 
countered with other modified insulins. Such reactions 
may be presaged with ample warning or may occur sud- 
denly without warning. In patients with milder, more 
stable diabetes, however, the over-all incidence of re- 
actions from use of lente insulin was decidedly lower 
among the 66 patients studied (group |). 

Despite earlier reports to the contrary, admixture of 
lente and unmodified insulin (zinc-insulin crystals) ap- 
pears to be efficient and practicable, at least in the more 
stable cases of diabetes mellitus, but further studies are 
necessary to clarify its limitations in this regard. Until 
further investigation is forthcoming in the problem of 
mixtures of the two insulins, it is suggested that no mix- 
ture should contain more unmodified insulin than lente 
insulin, to avoid disrupting the buffer mechanism that 
preserves the independent time-action potential of lente 
insulin. Insulin made from zinc-insulin crystals consti- 
tutes the preferred unmodified insulin of choice for ad- 
mixture at the present time. 


ADDENDUM 

Since the completion of this study, an additional 100 
diabetic patients have been subjected to clinical trial 
with lente insulin. While observation and statistical anal- 
ysis of this group have been less meticulous, the over-all 
results appear to be congruent with those in the fore- 
going report. 

221 S. Fourth St. 


12. British Diabetic Association Meeting, Foreign Letters (England), 
J. A. M. A. 156: 556 (Oct. 2) 1954. 


Congestive Heart Failure.—The ability of the heart to fulfill its 
function in maintaining the circulation can be influenced ma- 
terially by diet. By appropriate dietary regulation using sub- 
caloric feedings in acute failure, the work of the heart is reduced, 
thereby increasing blood flow, lowering the blood pressure, slow- 
ing heart rate, increasing vital capacity, and inducing diuresis. 
The restriction of dietary sodium is a basic step in avoiding 
fluid retention due to impairment of renal sodium excretion. 
Effort should be made to assure adequate potassium tissue stores 
by the periodic administration of potassium salts to chronic 
failure cases. Supplemental vitamin therapy is required as shown 
by the presence of low tissue vitamin stores in heart failure 
and the high rates of vitamin excretion during diuresis. The 
assurance of an adequate protein intake is urgently needed in 
the hope of avoiding the evidences of protein malnutrition which 
eventually appear in so many of these patients.—M. G. Wohl, 
M.D., C. R. Shuman, M.D., and C. Alper, Ph.D., Nutritional 
and Metabolic Aspects of Congestive Heart Failure, A. M. A. 
Archives of Internal Medicine, July, 1955, 


V il 
195: 


Vol. 159, No. 17 


EFFECTIVENESS OF SALICYLAMIDE AS 


1619 


AN ANALGESIC AND 


ANTIRHEUMATIC AGENT 


EVALUATION OF THE DOUBLE BLINDFOLD TECHNIQUE FOR STUDYING ANALGESIC DRUGS 


Robert C. Batterman, M.D. 


and 


Arthur J. Grossman, M.D., New Yorl. 


In view of the interest shown salicylamide for its anal- 
gesic and antirheumatic effect, it was thought advisable 
to stud both of these under conditions that would lead 
to statistical evaluation with placebo and other salicylate 
therapy. Ichniowski and Hueper' found that in rats 
salicylamide, upon oral and intraperitoneal administra- 
tion, exerts a slightly quicker and deeper depressing ef- 
fect than aspirin. Hart * noted that the relative analgesic 
potencies in animals for aspirin and salicylamide were 
1 and 7 respectively. Hart also noted that, in a group ot 
118 patients with arthritis treated with 2 gm. of salicyl- 
amide every four to eight hours, satisfactory relief was 
obtained in 75% of the subjects, but 22% had some 
untoward reaction. Studies of clinical results with sal- 
icylamide, available principally in European literature,’ 
favored salicylamide over aspirin. It was noted, however, 
that large doses of salicylamide are required and that the 
action of the drug is similar to that of the other salicyl- 
ates. Our studies of salicylamide were divided according 
to several plans because we were interested not oniy in 
evaluating its analgesic and antirheumatic actions but 
also in studying the method for the general problem of 
screening analgesics of this type. 


EFFECTIVENESS AND PREFERENCE 

In the first study, the effectiveness and safety of sal- 
icylamide as an analgesic and antirheumatic agent for 
musculoskeletal conditions were investigated and com- 
pared to aspirin and placebo medication according to 
the double blindfold technique. Preparations were ad- 
ministered in either tablet or capsule form, with identical 
appearance for each medicament. No one associated 
with the investigation was aware of the type of medica- 
ment prescribed for any particular patient, since the 
preparations were supplied according to a code not 
available to the investigators and were known as S-1 
(aspirin), S-2 (placebo), and S-3 (salicylamide ). At the 
end of the investigation, results were analyzed by ac- 
cepted statistical methods and the code was disclosed. 

There were 73 subjects, with the majority of patients 
presenting pain secondary to osteoarthritis and/or mus- 
culoligamental spasm or strain associated with the re- 
sultant postural imbalance. The distribution of arthritic 
conditions was typical of that found in any large arthritis 
service. Patients were advised to take two tablets or 
capsules of the medicament, equivalent to 0.6 gm. of 
salicylamide, aspirin, or placebo, every four hours and 
returned to the clinic at intervals from one to three weeks. 
At the next clinic visit, the patient was questioned care- 
fully in regard to the change in status, relief of pain, time 
required for relief if any did occur, duration of such re- 
lief, degree of pain, disability and joint swelling, and the 
occurrence of untoward reactions. Then, without the 


patient’s knowledge, another medicament was substi- 
tuted and the procedure repeated for another period. 
The sciection of any particular medicament was based 
entirely on random sampling. In this manner, it was pos- 
sible to compare all three medicaments in 43 subjects, 
and it was possible in 20 of the remaining subjects to 
compare at least two of the medicaments. In all, 55 sub- 
jects received S-1, 57 subjects received S-2, and 61 sub- 
jects received S-3. 

Meaning of Effective:ess.—The analysis of effective- 
ness is based on satisfactory analgesia according to cri- 
teria published previously * and in essence represents a 
balance between analgesia and occurrence of untoward 
reactions or intoxication. From a clinical point of view, 
a satisfactory analgesic should be capable of alleviating 
a painful condition for a minimum period of two to 
three hours without the occurrence or overshadowing of 
the analgesic response by untoward reactions. Thus, the 
drug may result in complete relief of pain, but, if nausea 
and vomiting occur persistently, the analgesic response 
is not considered to be satisfactory. 

Results in Terms of Effectiveness.—The results in 
terms of effectiveness and untoward reactions for the 
three preparations are presented in table 1. The over-all 
effectiveness for each agent appeared to be the same. 
Thus, S-1, S-2, and S-3 gave satisfactory analgesia in 
56.3, 59.6, and 60.6% of the patients respectively. 


From the Department of Medicine, New York Medical College, and 
the arthritis services of Flower and Fifth Avenue Hospitals and Welfare 
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In terms of toxicity, we noted untoward reactions in 14 
out of 55 patients with S-1, for an incidence of approxi- 
mately 25%. This took the form primarily of gastro- 
intestinal disturbances, with nausea, eructations, heart- 
burn, and epigastric distress as the major reactions, S-2 
resulted in 10 out of 57 patients having reactions, for an 
incidence of approximately 17%. With this drug, it was 
noted that there were just as many patients complaining 
of headaches and dizziness as gastrointestina! distress. 
With S-3, 19 out of 61 patients, or 31%, had reactions 
that were evenly distributed between gastrointestinal and 
central nervous system reactions. 

Results in Terms of Preference.—In terms of com- 
parison between medicaments and preference for any 
one as compared to the other two (table 2), there ap- 
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RELIEF OF VARIOUS CONDITIONS 


In the third study, wherein we compared the three 
drugs for relief of a wide variety of medical and surgical 
conditions where the pain was mild to moderate in se- 
verity, we were able to observe 46 subjects. Ail patients 
received all three drugs at intervals during the day, de- 
pending upon the response and occurrence of untoward 
reactions. The choice of the initial drug was made en- 
tirely by random sampling so that the effects of prior 
medicaments would not influence the results of subse- 
quent medicaments. It was noted (table 4) that S-] 
resulted in relief in appioximately 60% of the patients, 
§-2 in approximately 47 , and S-3 in 27%. There were 
16 patients who presented no relief with any of the drugs. 
With the exception of the 16 patients who failed to 


TABLE 1.—Analgesic and Antirheumatic Effectiveness and Toxic Effects of Salicyvlamide, Aspirin, and Placebo Medication 


Medicament 


Effectiveness of Analvesia 


Untoward 


Code Under Satisfactory Unsatisfactory Effective 
Which Patients, telief, Patients, 
Administered Drug . Complete Moderate Slight None oC; No. ot 
S-1 Aspirin 17 14 3 21 56.8 25.5 
S-2 Placebo 17 7 15 59.6 17.38 
S-3 Salicylamide 6] 12 25 7 17 60.6 14 31.0 
TABLE 2.—Preference for Salicylamide, Aspirin, or Placebo Medication for Relief of Arthritic Pain 
Patients, Significance 
Medieament Compared with No. Preterence Student “t” 
Aspirin (S-1) Placebo (S-2) A? °4 Preterred S-2 2.38 
15 Preferred S-1 
8 No preference 
Aspirin (S-1) Salieylamide (S-3) 45 2) Preferred S-3 0.75 
17 Preferred S-1 
8 No preference 
Placebo (S-2) Salicylamide (S-5) - 49 26 Preferred S-2 2.70 
14 Preferred S-3 
No preference 
TaBLe 3.—Analgesic and Antirheumatic Effectiveness and Toxic Effects of Salicylamide, N-Acetyl-p-A minophenol, 
and Placebo Medication 
Medicament Effectiveness of Analgesia Untoward 
Code Under Satistactory Unsatisfactory Effective rc , ~ 
Administered Drug vO. Complete Moderate Slight None % No. % 
9-96 N -Acetyl-p- 9 23 21 13 22.8 
\minophenol 
9-97 Salievlamide 58 1G 14 15 56.6 20.7 
Placebo 57 9 94 7 17 15.8 


peared to be a tendency to prefer S-2. There were 92 
comparisons with S-1, of which 47 were with S-2 and 
45 with S-3. By a statistical analysis, there was ques- 
tionable significance between S-1 as compared to S-2 
and no significance between S-1 and S-3; however, the 
49 subjects in whom we were able to compare S-2 and 
S-3 significantly preferred S-2. There were 40 subjects 
who received all three agents. Five presented no relief 
with any, 9 preferred S-1, 17 preferred S-2, and 9 pre- 
ferred S-3. 


COMPARISON WITH N-ACETYL-p-AMINOPHENOL 

A similar blindfold study, but comparing salicylamide, 
N-acetyl-p-aminophenol, and placebo medication, was 
made a second time, using the blindfold technique. Re- 
sults of this study are given in table 3. Again we noted a 
similar result of placebo and salicylamide therapy. 


respond and 2 patients who presented no preterence, it 
was noted that 15 patients preferred S-1, 9 preferred S-2, 
and 4 preferred S-3. Upon statistical analysis, there was 
no significance to the preference of S-1 over S-2 or over 
S-3. but there was considerable significance of S-I 
over S-3. 
RELIEF OF ARTHRITIC CONDITIONS 

The effectiveness of salicylamide for the treatment of 
arthritic conditions was also evaluated, with full knowl- 
edge of what was administered. After the treatment of 
20 ambulatory patients for a period of several days to 
10 weeks, the results were so unfavorable for salicyl- 
amide that this phase of the investigation was discon- 
tinued. Only 7 out of 20 patients presented any improve- 
ment. In two patients, this may have been the natural 
course of the condition. In two other patients, the re- 
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lief was slight and therefore insignificant. In only three 
patients were the results considered a satisfactory anal- 
gesic response. 


EFFECT OF DOUBLE BLINDFOLD TECHNIQUE 
Since the double blindfold technique indicated on 
two studies that aspirin and N-acetyl-p-aminophenol are 
also as effective as a placebo, which is exactly opposite 


TABLE 4.—Analgesic Effectiveness of and Preference for Salicyl- 
amide, Aspirin, and Placebo Medication for Hospitalized Patients 


Effectiveness Preference 
E ffee- Signifi- 
tive eance 
Relief, Student 
Medicament % Medicament Compared with ~~ 
Aspirin (S-1) 60.0 Aspirin (S-1) Placebo (S-2) 1.78 
Placebo (8-2) 46.6 Aspirin (S-1) Salieylamide (S-3) 4.30 
Salieylamide (S-3) 26.6 Placebo (S-2) Salicylamide (S-3) 2.13 


to our experience with these drugs, and since the un- 
satisfactory analgesic response of salicylamide was dem- 
onstrated by the previous study, we seriously doubted 
whether the double blindfold technique was a_ valid 
method of distinguishing between the effectiveness of 


ANALGESIC DRUGS—BATTERMAN AND GROSSMAN 1621 


after the administration of morphine or meperidine. 
Techniques have therefore been devised to evaluate such 
agents presumably without prejudice on the part of the 
investigator. The double blindfold technique. in which 
the medicaments are prescribed in a code form with- 
out the investigator or the patient being aware cf what 
is prescribed, has been recommended by many as an 
answer to this problem. It has been our experience that 
this technique may be of value for short-term experi- 
ments, especially in hospitalized or bedridden pa- 
tients, but, with prolonged administration, regardless of 
the ambulatory or hospitalized state of the patient, the 
results are confusing and misleading. 

It is with surprise that we note the same effectiveness 
for placebo medicaments, known effective analgesics, 
and unknown drugs. Regardless of the medicament ad- 
ministered, we always achieve the same result. There ap- 
pears to be an incidence of effectiveness that occurs 
with all medicaments with the double blindfold tech- 
nique, regardless of what preparations are investigated. 
Placebo medicaments, which under the usual methods 
of study * result in an effectiveness of approximately 
40%, will show with the double blindfold technique an 


TaBLeE 5.—Relief of Arthritic Pain 


Medicament 


Formula A (Anacin type) 


Untoward 
Reactions 


Patients, Satistactory  Effective- Patients, 
No. Analgesia ness, % No, o, 
87 45 51.7 24 Sib 
128 68 30 93.4 
41 46.3 19.2 
13 5 34.9 9 1) 9 
12% 65.8 WW 15.0 
618 0 1.9 
43 40.4 12 


anaigesic agents. It was therefore decided to reevaluate 
the other drugs with full knowledge of what was to be 
administered. In addition, we attempted to evaluate the 
reverse possibility, wherein the patient was psyclivivgi- 
cally prepared, and thus influence the resuits for greater 
effectiveness. Utilizing the powers of suggestion, we gave 
the patients a known medicament and informed them 
that this medicament was new, very powerful, and the 
best treatment for the pain of arthritis that could pos- 
sibly be obtained. The results as noted in table 5 sug- 
gest that the double blindfold technique appears to 
“level off” the effectiveness of analgesic agents up to 50 
and 60%, regardless of their potency. Weak or placebo 
medicaments show up more favorably than when studied 
as such, and effective medicaments appear not as effec- 
tive as they should be. 
COMMENT 

Before any specific agent is classified as an effective 
drug to relieve pain or alleviate a musculoskeletal con- 
dition, the method for determining the effectiveness in 
these regards must be carefully considered. Comparative 
testing of drugs possessing the approximate potency of 
salicylate are difficult to evaluate because the response 
elicited by their use is not as dramatic as the response 


effectiveness of approximately 60%. On the other hand, 
preparations that in our experience will result in an ef- 
fective response in over 60% of the patients will have 
a lowering of this response to approximately 60% when 
studied by the double blindfold technique. This “leveling 
off” of incidence of effectiveness will erroneously con- 
demn many drugs as ineffectual. Thus, aspirin, if studied 
under such a regimen, would be rejected because the 
same response was achieved with placebo medication. 
Since this is contrary to the universal experience with 
salicylates, we seriously questioned the validity of the 
double blindfold technique for the evaluation of such 
drugs. We were, therefore, not impressed by the similar- 
ity of response of salicylamide and placebo therapy, and 
further studies had to be devised to compare the effec- 
tiveness of salicylamide and aspirin. We find that a single 
blindfold technique, where the physician is aware of 
the medicament to be used, gives the most useful data 
for analysis. When large numbers of patients are treated 
and the over-all responsiveness to a placebo is known, 
then the unknown drug can be administered to the same 
or a different group of patients for its own incidence of 
effectiveness. Whether the two drugs have to be studied 
in the same patient is open to dispute. First of all, con- 
ditions existing at the time each drug is administered 
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may be entirely different. Secondly, the subsequent ad- 
ministration of the medicament may be influenced by 
the effects achieved previously. Thus, in order to com- 
pare an unknown drug to a placebo or standard anal- 
gesic agent, it is best to do so by means of alternate pa- 
tients or large groups of patients treated with each agent 
alone. Statistical evaluation will then determine how 
much more effective the unknown is in relation to the 
placebo or standard medicament. The question may arise 
as to the prejudice and responsiveness of the patient to 
suggestion. We found that the single blindfold technique 
was not influenced by the suggestibility of the patient. 
An attempt io increase the effectiveness of the placebo 
by psychologically preparing the patient resulted in no 
greater effectiveness. On the other hand, the incidence 
of untoward reactions may be altered. The suggestion 
that a “more potent” drug is being used and emphasis 
as to what to anticipate from the medicament may re- 
sult in a higher incidence of toxic reactions. This ex- 
perience of obtaining approximately 60° effectiveness 
for both the placebo medicament and other agents under 
investigation is not unique for analgesic testing. Similar 
results have been reported for drugs studied for the 
anginal syndrome ° and for mephenesin.° 

An explanation for this “leveling off” effect of the 
double blindfold method is not at hand. Speculation as 
to reasons for this interesting phenomenon does not solve 
the problem that exists. The subjectivity of the patient's 
complaints warrants a careful analysis of the techniques 
involved in the investigation of therapeutic measures 
recommended for their alleviation. When these com- 
plaints are of a chronic nature, the study should be so 
designed as to answer this question: Is the therapy eflec- 
tive for a prolonged treatment of the condition? The 
single administration of a drug or its use for fixed inter- 
vals of a few days or even a few weeks does rot reflect 
the clinical aspects for satisfactory control of the symp- 
tom. Although the double blindfold technique is helpful 
in a short-term experiment, as was noted in our study 
on hospitalized patients, it is of no value when the same 
medicament is evaluated for the prolonged therapy of 
the same symptom. 

CONCLUSIONS 

Salicylamide is not an effective analgesic or antirheu- 
matic medicament in man. The double blindfold tech- 
nique as applied to an evaluation of analgesic and anti- 
rheumatic drugs in ambulatory patients does not show 
any differentiation between placebo therapy or effec- 
tive medicaments. Each investigation group should de- 
termine the responsiveness to placebo medication for 
its particular type of patients and use these data as a con- 
trol for evaluation of unknown analgesic or antirheu- 
mat’c drugs. 
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CLINICAL NOTES 


RELIEF OF AMBLYOPIA IN PITUITARY 
APOPLEXY BY PROMPT SURGICAL 
INTERVENTION 


Henry A. Shenkin, M.D., Philadelphia 


The objective of neurosurgical attack upon tumors of 
the pituitary gland has always been the prevention of 
impairment or loss of vision from gradual compression of 
nearby optic pathways. Attention has recently been called 
to the occasional sudden expansion of a pituitary tumor 
by hemorrhage within it causing sudden amblyopia 
among other acute symptoms. The first comprehensive 
article on this subject is by Brougham, Heusner, and 
Adams,’ which appeared in 1950. Further reports are 
by Fountain, Baird, and Poppen,? in 1951, and List, 
Williams, and Balyeat,’ in 1952. In these previously re- 
ported cases, the vision in patients who survived was 
generally unimproved from the state induced by the initial 
hemorrhage into the tumor, Operative intervention did 
not occur or was frequently delayed because of difficulty 
in diagnosis and/or the poor general condition of the 
patient. Two recently encountered experiences with pa- 
tients who have had acute, massive hemorrhages into 
pituitary adenomas producing amblyopia are reported to 
illustrate the gratifying eflects of prompt operative inter- 
vention in restoring vision. In one instance modern en- 
docrine therapy made prompt surgical intervention pos- 
sible, and this latter experience further suggests that the 
objective of decompressive surgery may be the preserva- 
tion of endocrine function as well as the preservation 
of vision, 

REPORT OF CASES 

Case 1.—A 39-year-old white man was first admitted to the 
Graduate Hospital on April 25, 1953, with a one year history 
of left frontal headaches and episodes of pain in the left eye 
radiating to the left ear and jaw and left side of the neck. The 
Jatter came On each evening and awakened him from sleep early 
each morning. Three weeks prior to admission to the hospital 
his symptoms had become more intense. In the preceding two 
years he had noted distortion of his left field of vision and 
difficulty in using his left eye for reading, losing the beginning 
of each sentence. The patient had five children, the youngest 
being 10 months old. He denied any sexual difficulties at any 
time. 

His blood pressure was well maintained throughout his hos- 
pital stay at 110/75 mm. Hg. A complete blood cell count and 
urinalysis were both normal, as were his fasting blood sugar 
and blood urea nitrogen levels. ‘The visual acuity through a 
pinhole was 6/6 +- 4 in his right eye and 6/12 in the left. The 
optic fundi showed slight blurring of the nasal margins of the 
disks without measurable elevation, and the left disk was slightly 
paler than the right. Visual fields examination (fig. 14) demon- 
strated a left temporal hemianopia with a full field for the right 
eye. An x-ray of the skull revealed ballooning of the sella turcica, 
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the anteroposterior diameter measuring 20 mm. and the vertical 
diameter 15 mm. The anterior clinoids were slightly sharpened. 
A diagnosis of chromophobe adenoma of the pituitary was made, 
and deep x-ray therapy was started, with visual fields being 
tested daily. 

By May &, 1953, the patient’s headaches had disappeared, his 
visual acuity was well maintained, and his left visual field was 
perhaps slightly expanded. He was, therefore, discharged from 
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Fig. 1.—Visual fields of the patient in case 1, A, three weeks preopera- 
tively, and B, one vear postoperatively (modified Bjerrum screen [Berens]). 


the hospital and was to receive x-ray therapy three times weekly 
as an outpatient. From April 29 to May 13, 1953, 1,840 r was 
delivered into the tumor. On May 15, 1953, at 2 a. m. he was 
awakened from sleep by severe headache and vomiting, and he 
complained that he was completely blind in the left eye. At 
7 a. m. I was called, and the patient was brought by ambulance 
11 miles to the hospital. On arrival his vital signs were normal 
except for a temperature of 99.3 F. Blindness of the left eye 
was confirmed, the pupil failing to react to light. He was taken 
directly to the operating room, and a left transfrontal craniotomy 
commenced before 10 a. m. of the same day. Nitrous oxide, 
oxygen, and ether anesthesia was administered endotracheally 
after thiopental induction. After elevating the left frontal lobe, 
a bluish tumor was seen emerging beneath the chiasm and 
placing severe tension on the left optic nerve. The capsule was 
incised, and dark, old blood oozed out under pressure together 
with necrotic appearing tissue. The contents of the tumor cap- 
sule were thoroughly aspirated, sufficient amounts of tumor be- 
ing preserved for histological examination, All tension on the 
optic chiasm and nerves was relieved. Microscopic examination 
of the tissue revealed a typical chromophobe adenoma of the 
pituitary gland. 

The patient’s convalescence was uneventful, and an examina- 
tion of his optic fundi May 21, 1953, revealed sharply outlined 
optic disks. The visual acuity of the right eye was 6/6 and of 
the left eye 6/12, and the visual fields showed marked improve- 
ment as compared with his preoperative examination. The 
patient was discharged from the hospital on May 27, 1953. By 
June 12, 1953, visual acuity in the left eye had improved. In- 
deed, acuity was 6/5 in both eyes, with considerable widening 
of the left temporal field. The patient returned to work on July 1, 
1953, and has not missed a day since. Over the following year 
the visual field of both eyes returned to normal (fig. 1B), and 
his activity was completely normal, including sexual relations, 
without benefit of endocrine replacement therapy. 

Cast 2.—A 31-year-old white man, married 10 years, with 
one 7-year-old child, was admiited to the Albert Einstein Medical 
Center, Southern Division, April 29, 1954. The patient’s medical 
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history began five years previously when he first noted marked 
asthenia, loss of libido, and loss of axillary, pubic, and facial 
hair. He was told he had an anemia, and treatment, directed 
chiefly toward his anemia, was given by numerous physicians 
until he was admitted to a hospital in a neighboring city Jan. 25, 
1954, because of continuing loss of strength. At that time his 
blood pressure was normal and eyegrounds were also thought 
to be normal. Visual fields were reported to be full to con- 
frontation. The left testis was softened and atrophic, the right 
testis was smaller and softer than normal, and the prostate was 
hardly palpable rectally. Pubic and facial hair were markedly 
dimjnished, and the axillary hair was practically nonexistent. 
Hemoglobin determinations varied from 12.5 to 12.9 gm. per 
100 cc. of blood and the red blood cell count varied from 
3,750,000 to 4,300,000 cells per cubic millimeter. A basal 
metabolic rate was -21, and total cholesterol content was 223 mg. 
per 100 cc. A skull x-ray revealed a markedly enlarged sella 
turcica. A diagnosis of chromophobe adenoma of the pituitary 
was made. The patient was discharged Feb. 3, 1954, with the 
intention of starting endocrine replacement therapy. He was 
readmitted Feb. 8, 1954, to the same hospital with complaints 
of chest pain, fever, and vomiting of 48 hours’ duration. Upon 
his second admission his blood pressure was 78/60 mm. Hg. 
After several liters of saline solution intravenously given he im- 
proved markedly. Howéver, his anemia now appeared more 
marked, hemoglobin level being 11.7 gm., and there were only 
3,500,000 red blood cells per cubic millimeter. He was placed 
on therapy with desoxycorticosterone acetate, 5 mg. twice daily, 
testosterone, 50 mg. three times weekly, and hydrocortisone, 
20 mg. twice daily. He made a prompt recovery and was dis- 
charged Feb. 25, 1954, on a regimen of thyroid, '2 grain (30 mg.), 
hydrocortisone, 20 mg., and ferrous sulfate, 90 mg. daily, and 
testosterone, 25 mg. three times weekly. 

He was able to resume his sexual life and seemed to be getting 
along until April, 1954, when he complained of visual difficulties, 
and for the first time on April 9, 1954, visual fields were done 
and an incomplete bitemporal hemianopia was noted (fig. 2A). 
On April 27, 1954, he was seized with severe headache, vomiting, 
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Fig. 2.—Visual fields of the patient in case 2, A, three weeks pre- 
operatively, and B, four and a half months postoperatively (modified 


Bjerrum screen [Berens]). 


and total blindness. He was admitted to the neurosurgical service 
of the Albert Einstein Medical Center, Southern Division, 
April 29, 1954, at 10 a. m. 

His blood pressure on admission was 136/76 mm. Hg, pulse 
128, respiration 28, and rectal temperature 106.2 F. The patient 
was conscious and oriented, but totally blind. The optic disks had 
a yellowish color, and the margins were distinct. The patient's 
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neck was slightly rigid, and a mild bilateral Kernig’s sign was 
present. There were no other neurological findings. Electrolyte 
studies revealed the plasma sodium level to be 131 mEq. per 
liter and the potassium level 3.8 mEq. per liter. The red blood 
cell count was 5,460,000 per cubic millimeter, with 15.6 gm. 
of hemoglobin per 100 cc.; the white blood cell count was 23,700 
per cubic millimeter, with 53% polymorphonuclear cells and 
33° lymphocytes. The blood pH was 7.29. 

Operative intervention was delayed in an effort to control the 
fever. Ice packs were applied, intravenous infusion of saline 
solution was started, and 100 mg. of cortisone was given intra- 
muscularly. By 2 p. m. of the day of admission the patient's 
temperature had come down to 103 F, but no blood pressure 
was obtainable. The patient remained conscious but was very dull 
and somnolent. Phenylephrine (Neo-Synephrine) hydrochloride, 
2.5 mg. in 5% glucose in isotonic sodium chloride solution, was 
given intravenously, and 5S mg. of desoxycorticosterone acetate 
was given intramuscularly. The patient also was given 500 cc. 
of whole blood. Administration of the desoxycorticosterone was 
repeated in two hours and the intravenous administration of 
phenylephrine continued throughout the night. Administration 
of the cortisone was continued in 100 mg. doses every six hours. 
The patient continued to vomit small amounts throughout the 
first 24 hours in the hospital. By the next morning, April 30, 
1954, the patient’s temperature was 160 F rectally and the 
systolic blood pressure was well maintained at between 100 and 
110 mm. Hg. 

The patient was then taken to the operating room, and a right 
transfrontal craniotomy was carried out with the patient under 
local anesthesia. Just as operation began, the blood pressure 
was reported at 180/110 mm. Hg. The right frontal lobe was 
elevated, and a large intrasellar tumor was seen severely com- 
pressing the optic chiasm and nerves. The capsule was very tough 
and incision with a knife was required to open it. A good amount 
of dark brownish fluid escaped, and this relieved the pressure on 
the optic nerves and chiasm. The contents of the tumor were 
thoroughly aspirated, several good pieces being preserved for 
biopsy. While the scalp was being repaired, blood pressure was 
reported to be 260/180 mm. Hg. In fear of the consequences of 
this hypertension, 500 cc. of blood was removed rapidly from a 
vein. At the completion of the venesection, the blood pressure 
was unobtainable and, therefore, 150 cc. of blood was returned 
to the patient, with the blood pressure rising to 170/100 mm. Hg. 
Total elapsed operating time was 80 minutes. Microscopic 
examination of the tissue removed revealed it to be a chromo- 
phobe adenoma. 

The patient was maintained on cortisone therapy, 100 mg. 
every six hours, and by the next morning, May 1, his temperature 
was 101 F rectally, he was fully conscious, his blood pressure 
was 130/80 mm. Hg, pulse rate 80, plasma sodium level 140 
mEq. per liter, and potassium level 4.5 mEq. per liter. He 
definitely could see at least finger movements with his left eye. 
His improvement was continuous except that it was clear by the 
second postoperative day that he had diabetes insipidus, ex- 
creting as much as 7,600 cc. of urine in a 24 hour period during 
the next week. This was controlled by vasopressin (Pitressin) 
tannate in oil, 0.5 cc. given intramuscularly every other day. 
Cortisone therapy was reduced progressively, and, by the fourth 
postoperative day, the patient was being maintained with 25 mg. 
given four times daily. On May 7, 1954, the visual acuity of 
the left eye was 20/70 and there was a complete temporal 
hemianopia. The right eye was completely blind. The patient was 
ambulatory by the fourth postoperative day and was discharged 
from the hospital on May 13, maintained with cortisone therapy, 
25 mg. orally twice daily, methyltestosterone sublingually, 10 
meg. three times daily, and vasopressin tannate in oil, 0.5 cc. 
every other day. On June 7, 1954, the dose of vasopressin was 
reduced to an injection every third day and administration of 
testosterone cyclopentopropionate, 300 mg. to be given intra- 
muscularly every 30 days, was started. X-ray therapy to the 
sella turcica was begun and completed by July 16, 1954, and a 
total of 3,000 r was delivered into the tumor. The x-ray therapy 
made the patient sluggish and tired, and thyroid, | grain (60 mg.) 
daily, was prescribed. 

In September, 1954, vasopressin therapy was discontinued 
entirely, and no symptoms of diabetes insipidus have reappeared. 
The right eye has remained blind, but vision has improved in 
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the left eye to 20/40, with a complete temporal hemianopia 
persisting in this eye (fig. 2B). The patient feels well, is energetic, 
and reports sexual relations are entirely normal. He began 
working for the first time Oct. 1, 1954, as an apartment house 
maintenance worker and has been regularly employed to the 
time of this report. Preoperative and postoperative endocrine 
treatment of this patient was managed by Dr. Norman G. 
Schneeberg. 


COMMENT 

Disability from gradual compression of nervous tissue 
in many instances can be overcome by delayed surgical 
decompression. Equal impairment of function following 
acute compression, on the other hand, appears irrevers- 
ible in a matter of hours. Such experience in compression 
of the spinal cord is common to all surgeons. It may be 
roughly stated that decompression of nervous tissue may 
be delayed with any hope of recovery of function only 
as long as it took for the disability, or any segment of 
that disability, to appear. It would seem the optic chiasm 
and nerves are no exception to this experience. It may 
further be pointed out that with modern, powerful endo- 
crine agents, neurosurgeons should be more courageous 
in attacking pituitary tumors, which cause the patient to 
be very ill. It is the more true since undoubtedly expand- 
ing neoplasms impair the function of remaining normal 
endocrine tissue, which could recover and help protect 
the body if relieved of compression. 


SUMMARY 

In two cases of acute hemorrhage into a pituitary ade- 
noma amblyopia resulted. In addition, the hemorrhage 
in One patient caused an acute hypothalamic and Addi- 
sonian crisis. Prompt surgical intervention (within eight 
hours in one patient and three days in the other) per- 
mitted complete recovery of vision in one patient and 
recovery of useful vision in the other. Surgical decom- 
presson did relieve one patient of a severe endocrine 
crisis and hypothalamic dysfunction by removing pres- 
sure from remaining normal pituitary tissue and the 
hypothalamus. 
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RECOGNITION OF BILIARY TRACT 
OBSTRUCTION WITHOUT 
JAUNDICE 


Thomas H. Brem, M.D., Los Angeles 


Obstructive jaundice and the use of liver function 
tests for its diagnosis are widely understood. Biliary 
tract obstruction in the absence of jaundice, however, 
is rarely recognized or even thought of, even though it 
is of relatively common occurrence and can be detected 
frequently by the application of appropriate liver func- 
tion tests. The identification of obstructive jaundice de- 
pends on the presence of an increased level of direct- 
acting bilirubin in the serum or bilirubinuria and abnor- 
mal results in tests of biliary tract patency, that is, an ele- 
vated serum alkaline phosphatase level and/or choles- 
terol in the presence of tests of normal parenchymal 
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function, such as the cephalin-cholesterol flocculation 
and thymol turbidity tests. 

Partial obstruction of the biliary tract may produce 
the same pattern of liver function tests, even though the 
serum bilirubin level is not elevated. In addition, the 
sulfobromophthalein test, which in the presence of jaun- 
dice provides no further information, may be used to 
advantage in that its results are frequently abnormal in 
this situation. The pattern of liver function tests in partial 
biliary obstruction without jaundice thus consists of 
elevation of the serum alkaline phosphatase activity and 
abnormal sulfobromophthalein retention, with normal 
cephalin-cholesterol flocculation and thymol turbidity 
tests. The most frequent causes of partial biliary tract 
obstruction without jaundice are space-occupying le- 
sions within the liver. Elevation of the serum alkaline 
phosphatase level without jaundice has been reported 
in metastatic carcinoma.! Sulfobromophthalein retention 


Liver Function Tests in Intrahepatic Lesions 


Alka- Sulfo- 
Serum Thymol bromo- 
Bill- Cephalin- Tur- Phos- phthalein 
rubin Cholesterol bidity phatase Reten- 
(Nor- 


(Nore Flocculation (Ne tion 
mal= (Nermal= mal= mal= (Nor- 
Cas <1 Negntive <4 
No. Mg.) 1+) Units) Units) <5%) Diagnosis 
1 0.8 Negative 1.0 45.0 27.0 Carcinoma of 
colon 
2 0.6 Negative 4.4 11.0 12.5 Carcinoma of 
stomach 
8 0.6 Negative 1.3 20.0 11.0 Carcinoma of 
eolon 
4 0.5 Negative 1.6 31.0 17.0 Carcinoma of 
pancreas * 
5 0.4 Negative 13 15.3 12.0 Carcinoma of 
panere 
6 04 Negative 3.0 93.0 34.0 Carcinoma of 
pancreas 
7 0.1 Negative 7.0 14.1 15.0 Amebie abscess 
8 0.1 Negative 4.0 26.0 14.0 Amebie abscess 
9 0.8 Negative 3.5 18.0 6.0 Amebie abscess 
10 0.5 Negutive 1.8 6.8 29.0 Amebie abscess 
ll 04 Negative 1.8 18.0 35.0 Amebie abscess 
12 0.2 Negative TA 8.6 1.0 Amebie abscess 
18 5.0(1.1.)* 4+ 6.0 20.3 12.0 Carcinoma of 


pancreas 


* icteric Index. 


has likewise been observed.? Gutman *® found the serum 
alkaline phosphatase level increased without jaundice in 
liver abscesses of varying etiology, and sulfobromo- 
phthalein retention, as well as an increased alkaline phos- 
phatase level, has been described in amebic abscess of 
the liver.* Echinococcosis of the liver has been reported 
to produce elevation of the alkaline phosphatase level 
without jaundice.* 


MATERIAL AND METHOD 

The results of the liver function tests in a group of 
patients with intrahepatic lesions are presented in the 
table. These patients were selected from a much larger 
group strictly on the basis of absence of jaundice and 
on the completeness of the liver function tests performed 
—not on the basis of their results. The presence of an 
intrahepatic lesion was established by clinical findings 
plus liver biopsy, laparotomy, autopsy, or response to 
specific therapy. Although hepatic enlargement was clin- 
ically evident in most patients, the liver was not palpable 
in cases 6 and 12 (see table). The required liver func- 
tion tests were (1) quantitative serum bilirubin or icteric 
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index; (2) cephalin-cholesterol flocculation; (3) thymol 
turbidity; (4) serum alkaline phosphatase (Shinowara’s 
method )* in which a level of 9 units is said to be the 
upper limit of normal; and (5) a sulfobromophthalein 
test in which 5 mg. per kilogram of body weight is ad- 
ministered and the retention after 45 minutes determined. 


RESULTS 

Results of the cephalin-cholesterol flocculation test 
were normal in all but one patiert (table, case 13). The 
results of the thymol turbidity test were likewise normal 
in most instances, cases 7 and 12 showing slightly ab- 
normal values (see table). The alkaline phosphatase 
level was distinctly elevated in all but two patients (table, 
cases 10 and 12), and abnormal sulfobromophthalein 
retention was likewise present in all but two patients 
(table, cases 9 and 12). Although there was no con- 
sistent quantitative relationship between the degrees of 
abnormality of sulfobromophthalein retention and alka- 
line phosphatase activity, in most instances, when one 
was abnormal, the other was also. Patients in cases 9 
and 10 (see table) were exceptions, however, in that one 
test was normal and the other abnormal in both patients. 


COMMENT 

The results of these tests in this group of patients in- 
dicate partial obstruction of the biliary tract without dif- 
fuse parenchymal disease. That the alkaline phosphatase 
test is More sensitive in determining obstruction than the 
serum bilirubin test was shown by Freeman, Chen, and 
Ivy," who produced striking rises in the alkaline phos- 
phatase level without increases in the serum bilirubin 
level by ligating a portion of the intrahepatic bile ducts 
in experimental animals. The most plausible explanation 
for this is that bilirubin, although returned to the blood 
after passing through the liver cells in the obstructed 
area, is easily excreted by the kidney and a normal serum 
level thus maintained, while phosphatase, which cannot 
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be excreted by man and most animals, accumulates in 
the blood.'’ The sulfobromophthalein test likewise will 
detect obstruction before the serum bilirubin level rises, 
since it is a loading test requiring a high degree of effi- 
ciency of hepatic parenchymal, as well as excretory, 
function in order that the dye be removed from the blood 
in the required time. Impairment of the excretory func- 
tion, even though not sufficient to produce jaundice, may 
nevertheless result in sulfobromophthalein retention. 

The degree of obstruction occasioned by the lesion de- 
termines whether or not the tests will be revealing. Few 
or small lesions will not be demonstrable. Hence, normal 
results on tests cannot be assumed to exclude the pos- 
sibility of intrahepatic disease. When this pattern does 
occur, however, an intrahepatic lesion may be strongly 
suspected. Obscure affections of the right upper side 
of the abdomen or lower side of the thorax may be spe- 
cifically identified as being within the liver. The routine 
use of the discussed tests in the evaluation of patients 
with known gastrointestinal neoplasms will in many in- 
stances provide valuable information obtainable in no 
other way short of surgery. The fact that one of the tests 
of obstruction may be normal and the other abnormal, 
as in cases 9 and 10 (see table), makes it desirable to 
employ both the sulfobromophthalein test and the serum 
alkaline phosphatase determination. Also, alkaline phos- 
phatase activity may be affected by skeletal lesions, while 
sulfobromophthalein retention, of course, is not. 

Parenchymal diseases of the liver such as cirrhosis 
frequently possess an obstructive element, with conse- 
quent elevation of the alkaline phosphatase level without 
jaundice.’ The tests of parenchymal function will usu- 
ally be abnormal, however. In order to differentiate 
partial biliary obstruction from hepatocellular disease, 
therefore, the tests of cellular function must be done 
and found normal. Like all other tests, these are not in- 
fallible and an occasional instance of cirrhosis or com- 
mon duct stone may produce this pattern. Also, now 
and then, abnormal results in parenchymal tests will be 
found in cases of space-occupying lesions, as in case 13 
(see table). When viewed in the light of the clinical 
findings, however, this group of liver function tests may 
be of great help in detecting obscure intrahepatic biliary 
obstructive lesions. 

SUMMARY 

Abnormal test results of biliary tract patency, that is, 
an elevated serum alkaline phosphatase level and sulfo- 
bromophthalein retention, in the presence of a normal 
serum bilirubin level and normal test results of paren- 
chymal function such as the cephalin-cholesterol floc- 
culation and thymol turbidity tests, are strong evidences 
of partial biliary tract obstruction. This pattern is usu- 
ally seen in cases of space-occupying lesions within the 
liver. The concept of partial intrahepatic biliary tract 
obstruction and the means of its demonstration are very 
useful tools in the detection of otherwise obscure or con- 
fusing lesions within the liver. 

2025 Zonal Ave. (33). 
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CAUSALGIA TREATED WITH 
CHLORPROMAZINE HYDROCHLORIDE 


C. Harwell Dabbs, M.D. 
and 


E. Converse Peirce 11, M.D., Knoxville, Tenn. 


We have recently used chlorpromazine (Thorazine) 
hydrochloride as the sole treatment in three early but 
typical cases of causalgia of the upper extremity with 
complete and dramatic remission of all symptoms of the 
causalgia. Insofar as we can determine these represent 
the first cases of causalgia treated primarily with this 
drug. 

REPORT OF CASES 


Case 1.—The patient, a 48-year-old white man, was in good 
health until Nov. 23, 1954, when he injured four fingers of the 
right hand while operating a pulley cable. He received penicillin, 
tetanus toxoid, and meperidine (Demerol) hydrochloride for 
pain soon after the accident. Inspection revealed traumatic 
amputation of the third and fourth fingers through the distal 
interphalangeal joint, traumatic amputation of the fifth finger 
at the level of the midportion of the distal phalanx, and an injury 
to the index finger consisting of a severe abrasion of all of the 
epidermis on its radial side and a deep undermining laceration 
on the radial side at the level of the proximal interphalangeal 
joint extending down to the lateral ligaments of the joint but not 
into the joint space. The patient was taken promptly to the 
operating room, and, under general anesthesia, the wounds were 
débrided. The three amputated fingers were carefully reampu- 
tated to secure satisfactory skin flaps. The digital nerves were 
transected but not ligated, a few vessels were ligated with OOQ000 
plain catgut, and the skin was closed with 0000 dermal nylon. 
The patient was treated with penicillin and streptomycin and, 
except for some edema about the sutures and the moderate 
amount of tenderness of the fingers, the postoperative period 
was essentially uneventful. There was no sepsis of the wound. 
He was followed at frequent intervals as an outpatient. The 
wounds healed with some spreading of the incision following 
early active exercises under running hot water at home. Since 
he appeared to have some residual stiffness, even on this regimen, 
on Dec. 15, 1954, he was started on therapy with daily paraffin 
baths and assistive exercises in the department of physical medi- 
cine. With this motion of the hand improved considerably, and 
on Dec. 27, he was released for work. He returned on Jan. 1, 
1955, complaining that he was unable to work because of pain 
in the stumps of the fingers on manipulation of levers. It ap- 
peared that during the preceding week or 10 days he had 
developed, for the first time, a severe pain whenever the tips of 
the finger stumps were touched lightly. It radiated up into the 
forearm as far as the elbow but did not follow the characteristic 
course of any of the sensory nerves. It was of a diffuse but 
severe burning nature. This pain was also experienced on ex- 
posure of the hand to cold. Firm palpation of the stumps of the 
fingers revealed little tenderness and did not reproduce pain. 
Light touch, especially stroking, of the ends of the fingers caused 
the patient to have paroxysms of pain and to “guard” his hand 
quite characteristically. He also stated, at this time, that he 
had had to change his sleeping habits, keeping his hand outside 
the cover to avoid it being brushed lightly by the sheet. It was 
thought that the patient had an early but typical case of causalgia, 
and he was presented for discussion at the Acuff Clinic staff con- 
ference. The diagnosis of causalgia was concurred in, and it was 
suggested that before sympathetic blocks were tried, the patient 
be treated with chlorpromazine hydrochloride. Therapy was 
started on Jan. 7, in a dosage of 25 mg. four times daily. The 
patient was seen again on Jan. 14. He had been dramatically 
and completely relieved of all symptoms referable to the causal- 
gia. There was still the same slight tenderness of the stumps of 
the fingers on firm pressure but light touch was no longer pain- 
ful. Chlorpromazine therapy in the same dosage was main- 
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tained for three weeks, following which time it was discontinued. 
The patient returned to his job in the meanwhile and continued 
to work with no symptoms. He has been followed periodically 
since that time and has developed no evidence of recurrence of 
the causalgia. 

Case 2.—A 51-year-old white man sustained a crushing injury 
to the left hand on Dec. 29, 1954. The skin was lacerated approxi- 
mately three-fourths the circumference of the thumb, being in- 
complete only on the radial aspect. There was complete anes- 
thesia of the distal portion of the thumb with a compound com- 
minuted fracture of the proximal phalanx. The flexor and exten- 
sor tendons were intact. The wound was thoroughly cleansed, 
and the soft tissue was sutured under local anesthesia. The 
thumb was splinted, and the patient was treated with antibiotics 
and antitetanus serum. He was hospitalized because of severe 
pain and maintained on antibiotics in the hospital. On the 
fourth day following the injury a small wire was inserted into 
the distal phalanx of the thumb and traction was applied in the 
axis of the finger. The patient had some seropurulent drainage 
from the wound postoperatively and also some generalized 
edema of the hand and base of the thumb. The cast and pin 
were removed on Jan. 24, 26 days following the injury, and at 
that time x-rays showed good early callus formation with clinical 
stability of the fracture. The patient had had some residual pain 
and tenderness in the thumb consistently but not out of pro- 
portion to the nature of the wound. About Jan. 17, the patient 
began having a different type of pain in the wound. Touching 
the tip of the finger to an object lightly, he stated, was like touch- 
ing a red hot stove. The pain radiated as high as the elbow and 
was of a severe, burning character. It was particularly brought 
on by light touch. Firm pressure on the finger did not cause 
pain or tenderness. The patient sought to protect the hand at 
all times from being touched by any object and protected it from 
exposure to the cold by wearing a piece of cloth over it. He 
had also noted that the pain was set off or aggravated by loud 
noises and by nervous tension occasioned by the children playing 
around the house. It was thought that this was a typical causal- 
gia reaction to the injury, and he was given chlorpromazine, 
25 mg. a day for two days and thereafter increased to 25 mg. 
four times daily. He was given no other medicaments of any 
kind. The patient was completely relieved of the causalgic type 
pain after two days of chlorpromazine therapy. At the present 
writing the patient has been followed 36 days and has had no 
further evidence of the causalgia. 

Case 3.—A 34-year-old white man sustained a crushing injury 
to the left wrist on Jan. 17, 1955. He had had no previous 
injury to the wrist and was seen in the Acuff Clinic soon after 
the injury. Examination at that time revealed superficial abra- 
sions of the left wrist and a moderate amount of edema and 
tenderness Over the wrist. X-rays were made, and the conven- 
tional views showed no abnormalities of the bone. The following 
day there was a severe degree of swelling of the left hand and 
wrist and the tenderness was more marked. Further x-rays were 
obtained, and a slight irregularity of the basilar portion of the 
fourth metacarpal bone was seen, suggesting an incomplete 
fracture. It was decided to treat the patient as though he had 
a fracture, and his hand and wrist were immobilized in a splint. 
The edema subsided satisfactorily, and the acute pain from the 
trauma also subsided in a few days so that it was felt he was 
making a satisfactory course. At one of his regular visits on 
Jan. 31, 1955, however, it was noted that he was complaining 
of more pain than usual. He stated for the first time that he 
had radiating pain beginning in the third and fourth fingers and 
shooting up the forearm to the anterior left chest. The pains 
would come on without motion and were very short in duration. 
He described them as “shooting pains.” He had also been in- 
creasingly nervous since the onset of this pain and bothered by 
activity in the shop where he worked and by his children and 
in general had been quite upset for some reason. He had noted 
that the pain was greatly aggravated by cold. Examination on 
that day revealed good color in the fingers; sensation was essen- 
tially normal. There was considerable tenderness over the base 
of the metacarpals. There was pain on motion of the wrist in 
all directions. The patient held his hand in a fixed position with- 
out motion. There was no obvious attempt to protect it. It was 
felt that this, while not absolutely typical, was quite suggestive 
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of an early causalgia and, in view of previous good results with 
chlorpromazine, it was decided to institute this therapy. Accord- 
ingly he was started on chlorpromazine therapy, 25 mg. daily 
initially with a gradual increase to 100 mg. daily, providing he 
had no ill-effects. He was given no other medicaments. On this 
regimen he improved remarkably in four days time. Four days 
after the institution of this therapy he was no longer having any 
Significant pain in his wrist at all and was able to discard his 
splint. He was much less nervous, and the pain was not pre- 
cipitated by noises. Chlorpromazine therapy was continued for 
two weeks, following which time it was discontinued, and he has 
had no further difficulty with the wrist suggestive of causalgic 
pain. 
COMMENT 

The first patient described had been seen previously 
for injury at the Acuff Clinic, and it was the impression 
of all examiners who had treated him that he was a 
stable individual with little or no tendency toward 
neurotic behavior in general. He tolerated the initial 
period of disability quite well, and it was not until he 
developed the causalgia that he began to show any per- 
sonality changes at all. This personality change was not 
discovered until after he had received relief with chlor- 
promazine, when he volunteered the information that 
the pain had become so great that even the children 
playing at home would “get on his nerves” and aggra- 
vate the pain. This phenomenon in the causalgic state 
has been described repeatedly previously. It should also 
be emphasized that the patient was given no drugs of any 
kind during the trial of chlorpromazine and had not had 
previous sympathetic blocks. Moreover the physio- 
therapy was discontinued during the time of the trial 
of the drug. Similarly, the second and third patients 
described had been seen previously, and they have also 
been followed subsequently after the relief of the causal- 
gic pain. There was nothing in either of these cases to 
suggest that the complaints were on a psychiatric basis. 

Causalgia can be and frequently is a severe disabling 
disorder. Sympathetic block and high thoracic sympa- 
thectomy in the past have been the procedures of choice 
in treating it, and it has been repeatedly emphasized that 
treatment should be instituted early.!. The dramatic and 
complete relief of this symptom following the use of 
chlorpromazine leads us to the conclusion that this drug 
warrants further study as the initial treatment for causal- 
gic states. 

Many theories as to the mechanism of the pain in 
causalgia have been advanced. The theory that appears 
more nearly to fit the observed phenomena is that 
sympathetic discharges originating in the midbrain are 
short-circuited into sensory nerves because of some ob- 
scure change that has taken place in the peripheral nerves 
as a consequence of the injury. The phenomenon of ag- 
gravation of the pain by emotional stimuli, loud noises, 
and excitement, which is well documented in cases of 
causalgia, fits this hypothesis well.’ It was on this basis 
that the thought of a trial of chlorpromazine therapy oc- 
curred to us, since its action is at the central level. The 
response that these patients exhibited lends credence to 
this theory. 


1. Smithwick, R. H.: Medical Progress: Surgery of the Autonomic 
Nervous System, New England J. Med. 240: 543-551 (April 7) 1949. 

2. Julian, O. C.: Symposium on Neurological Surgery: Surgery of the 
Sympathetic Nervous System, with Special Reference to Vascular Dis- 
orders and Painful States, S. Clin. North America 3-4: 1173-1188 (Aug. 
1954. 
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SUMMARY AND CONCLUSIONS 

Three patients with early cases of causalgia following 
injuries to the upper extremity have been treated pri- 
marily with chlorpromazine (Thorazine) hydrochloride, 
with complete and dramatic relief. We believe that 
further trial of chlorpromazine in the treatment of causal- 
gic states is warranted. If consistently good results are 
obtained under these circumstances, it would appear that 
a significant link has been added to the chain of evidence 
that the essential lesion in causalgia is central rather than 
peripheral. 

$14 W. Church Ave. (Dr. Dabbs). 
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When the National Cancer Institute was established as 
a unit of the Public Health Service in 1937 no informa- 
tion was available on the distribution of cancer morbidity 
in the population of the United States. Records of in- 
dividual clinics and hospitals contained valuable infor- 
mation on the occurrence and treatment of cancer, but 
they could not be related to a population base to deter- 
mine the frequency of occurrence within various sub- 
groups of the population, which is the essence of the epi- 
demiological method. Mortality statistics are inade- 
quate for this purpose. Some types of cancer are more 
lethal than others; contrast, for example, carcinoma of 
the lung with carcinoma of the skin. Consequently, con- 
clusions drawn trom mortality and morbidity records 
will differ, not only as to frequency of the disease but 
also as to the tissues or organs involved. 

To obtain the required data for delineating the cancer 
problem in the United States, the National Cancer Insti- 
tute initiated in 1938 a series of cancer morbidity sur- 
veys in 10 metropolitan areas, representing different 
geographical regions of the United States; these were, in 
the North, Chicago, Detroit, Philadelphia, and Pitts- 
burgh; in the South, Atlanta and Birmingham, Ga., 
Dallas, Texas, and New Orleans: and in the West, Den- 
ver and San Francisco. These same areas were resur- 
veyed in 1947 and 1948. At the time of the resurvey the 
population covered was 14,600,000, approximately 
10% of the total and 15% of the urban population of 
the United States. The 10 areas selected were believed 
to have superior medical and hospital facilities reason- 
ably accessible to all groups of the population, thus mini- 
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mizing the risk of understating the number of cancer 
cases because of underdiagnosis.' 

The information collected on each diagnosed case was 
relatively simple and included date of diagnosis; age, sex, 
and race of patient; site of tumor origin; histological 
type; stage at diagnosis; method of confirmation of diag- 
nosis; and length of patient’s hospital stay. The value of 
these data lies not in consideration of minute clinical de- 
tail but in reconstructing the broad pattern of cancer in- 
cidence. Contrary to the practice of some investigators, 
the analysis was not restricted to cases with micro- 
scopically confirmed diagnoses (77% of all reported 
cases). Whether or not a specific diagnosis is confirmed 
by microscopic examination depends on a variety of 
factors, including the accessibility of the tissue affected. 
Consequently, microscopically confirmed cases repre- 
sent a selected segment of all diagnosed cases and may be 
unrepresentative of all cases in the population with re- 
spect to factors such as primary site, stage at diagnosis. 
and age of the patient. If the data are restricted to a se- 
lected series of cases, generalization to the total popula- 
tion from which they were drawn becomes very risky. 
In characterizing the cancer experience of a population, 
it is preferable to include all diagnosed cases and accept 
the possibility that a few cases are incorrectly classified. 

The magnitude of the data collection process was on a 
scale unrivaled in any other country and could not have 
been undertaken without the wholehearted support of 
state and county medical societies. Special acknowledg- 
ment is due the thousands of individual physicians who 
generously contributed information concerning their pa- 
tients. It is heartening to realize that such studies may 
be undertaken within the framework of the American 
system of medical care without breaching the traditional 
physician-patient relationship. 


MAGNITUDE OF THE PROBLEM 


Iiness Rates.—To measure the frequency with which 
cancer occurs, the number of diagnosed cases must be 
related to the population from which they are drawn, 
through the computation of rates per unit of population. 
Incidence was Gefined a the number of cases first diag- 
nosed during the study year, per 100,000 population; 
prevalence as the number of persons known to have had 
cancer at any time during the year, per 100,000 popula- 
tion; and mortality as the number of deaths during the 
year for which the primary cause of death was cancer, 
per 100,000 population. In 1947, out of every 100,000 
residents of the 10 survey areas, 430 had cancer at some 
time during the year, in 319 cancer had been newly diag- 
nosed, and 149 died of cancer. (For simplicity, 1947 is 
used to identify the 1947-1948 survey data and 1937 
to identify the 1937-1939 data.) Compared with 1937, 
the prevalence rate was 26% higher, the incidence rate 
was 30% higher, and the mortality rate was 19% higher. 
Adjustment for the changed age composition of the 
population indicates a residual increase in reported ill- 
ness from cancer of 10% tor prevalence, 14% for inci- 
dence, and 3% for mortality (fig. 1). Leukemia and 
Hodgkin’s disease were not reported in 1937 and are 
excluded from the data shown in figure 1. The rates for 
1947, including these two types of neoplasms, are given 
in table 1. 
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It is difficult to assess the significance of the computed 
increase in cancer morbidity and mortality, or to deter- 
mine how much of the rise is real. Improved techniques 
for diagnosis have resulted in the discovery of some 
cases that in the past would have been missed. The num- 
ber of physicians with training and experience in the 
diagnosis of cancer has also increased. Improved eco- 
nomic conditions in 1947 compared to 1937 may also 
have contributed. People are more likely to obtain ade- 
quate and specialized medical care during economic 
prosperity than during a depression period. 

When adjustment is made for age, it appears that 
cancer is being discovered at the same rate among mem- 


bers of the two sexes. In 1947, the age-adjusted inci- ~ 


dence rate for males was 331 per 100,000 and for fe- 
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Fig. 1.—Cancer incidence, prevalence, and mortality rates per 100,000 
population, by sex, 1947 and 1937, 


males 330 per 100,000. In contrast, deaths due to 
cancer occurred at a rate of 169 per 100,000 among 
males, compared with a rate of 147 for females. These 
relationships between the incidence and mortality rates 
indicate that the case survival rate is lower among males. 
This is due mainly to the fact that a larger proportion of 
the cancer occurring in males originates in inaccessible 
sites and has a poor prognosis, such as stomach and 
Jung cancer. 


TABLE 1.—Cancer Incidence, Prevalence, and Mortality Rates, 
Including Leukemia and Hodgkin's Disease, 1947 


Crude Rates Ave-Adjusted Rates 


Inci- Preva-  Mor- Inci- Preva- Mor- 
dence lence tanity dence tality 
319 130 144 328 44] 156 
331 15s 145 830 455 147 


Reported illness from cancer was substantially lower 
among nonwhite persons than among white. In 1947, 
cancer was diagnosed at a rate of 272 per 100,000 among 
nonwhites compared to a rate of 333 for whites (fig. 2). 
A large portion of this difference is due to the low inci- 
dence of skin cancer among nonwhites. When skin can- 
cers are excluded, it becomes apparent that cancer is 
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being diagnosed at about the same rate in white and non- 
white females. On the other hand, although exclusion of 
skin cancer brings the cancer incidence rates for white 
and nonwhite males closer together, the nonwhite rates 
remain 14% lower. Except for cancer of the skin, there 
is no reason to believe malignancies actually occur less 
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Fig. 2.—Age-adjusted cancer incidence and mortality rates per 100,000 
population, by sex and color, 1947, 


frequently in nonwhite males. More likely a sizable pro- 
portion of cancer among nonwhite males remains un- 
diagnosed. 

Cancer illness rates increase rapidly during adult life 
and old age. For example, the incidence rate is about 
40 per 100,000 at age 25, 475 per 100,000 at age 50, 
and 1,900 per 100,000 at age 75. The trend, with re- 
spect to age, for cancer prevalence and mortality is essen- 
tially the same as for incidence. Although cancer mor- 
bidity and mortality generally increase with age, there is 
a reversal during the early years of life. The illness rates 
for children under 5 years of age are higher than for 
children between the ages of 5 and 15 (fig. 3). 


3000 T T T i i 


2000 F- 


NUMBER OF CASES PER 100,000 POPULATION 


AGE 


Fig. 3.—Cancer incidence rates by age and sex, 1947, 


It was previously indicated that cancer is being dis- 
covered at the same rate among members of both sexes. 
This is not true throughout the life span. Among chil- 
dren under 10 years of age, the incidence of cancer is 
somewhat greater among males than females. From age 
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20 to about age 60, the incidence of cancer is higher 
among females. Among persons between the ages ol 
25 and 45 the rate in women is approximately twice that 
in men. The relatively high rate for women during early 
adult life is accounted for by the larger number of ma- 
lignancies of the genital organs and breast. Cancers of 
the female genital organs and breast develop in persons 
of younger ages than the predominant forms of cancer 
among males. From about age 60 on, the incidence rate 
for males is higher than for females, and the difference 
increases with age. 

Estimated Number of Cases.—The age-specific can- 
cer illness rates provide a basis for estimating the num- 
ber of cases of cancer in the United States and for mak- 
ing forecasts. Estimates for 1950 and forecasts through 
1975 are given in figure 4. These estimates were made 
on the assumption that the age-specific rates observed 
in the surveyed metropolitan areas in 1947 are applica- 
ble to the total population of the United States from 
1950 through 1975. This procedure may overstate the 
number of cases for 1950, because current evidence sug- 
gests that reported cancer illness is higher in urban than 
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Fig. 4.—Estimated number of cases of cancer and deaths due to cancer, 
United States, 1950-1975. 


rural areas. (The number of registered cancer deaths in 
the United States in 1950 was 10% lower than the num- 
ber expected on the basis of the cancer mortality rates 
in the 10 metropolitan areas.) The forecasts, however, 
are likely to be conservative, because past experience 
indicates that the rates of cancer illness are likely to 
continue increasing. Even if the current rates prevail, 
the number of persons affected by cancer will increase 
by more than 50% during the next 25 years, since both 
the total population of the United States and the pro- 
portion of persons in the older age groups are expected 
to increase. 

Lifetime Probability of Developing Cancer.—Though 
annual incidence and mortality rates are the basic tools 
for describing the frequency with which this disease oc- 
curs, they are likely to be of slight interest to the individ- 
ual. An individual may not be too greatly interested in 
the probability of developing cancer within the next 
year. He is usually more concerned with the chances 
of developing cancer between his present age and the 
close of his working career, at 65 or 75 years of age. 
This type of information is also of interest to the physi- 
cian, because it provides a summary measure of the 
importance of a particular disease as a medical, social, 
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and economic problem. The probability of developing 
cancer during various intervals of the lifespan may be 
computed by standard actuarial methods that need not 
be elaborated on here. 

Under prevailing conditions of mortality from all 
causes and of cancer incidence, 32 out of every 100 new- 
born children may be expected to develop cancer at some 
time during their lives. The risk of developing cancer 


TABLE 2.—Percentage of Persons Expected to Develop Cancer 
During Future Lifetime* 


Beginning at 


Birth Age4s 


* Based on cancer incidence rates in 10 metropolitan areas in 1917 and 
the 1950 United States life table. 


during the early part of the lifespan is quite low—3 out 
of 100 newborn children may be expected to develop 
cancer by age 45. Conversely, the risk of developing 
cancer during old age is high. Among persons surviving 
to age 65, 26 in 100 may be expected to develop cancer 
during their remaining years of life (table 2). It is of 
utmost importance for the physician to keep the possi- 
bility of cancer in mind in dealing with elderly patients. 

Women are more likely to develop cancer sometime 
during their lives than men; white persons are more 
likely to develop cancer than nonwhite persons (table 3). 
These differences result from the interplay of two fac- 
tors: the risk of developing cancer during successive 
age intervals and the average number of years persons 
in each color-sex group can expect to live. Although the 
cancer incidence rate for white men is slightly higher 
than for white women, 31% of newborn white male chil- 
dren are expected to develop cancer during their life- 
time, compared with 36% of newborn white female 
children. The difference is due primarily to the fact that 
white women can expect to live an average of 72.4 
years, compared to 66.6 for white men. 


TaBLe 3.—Lifetime Probabilities of Developing Cancer, 
Age-Adjusted Cancer Incidence Rates, and Average 
Life Expectancy, by Color and Sex 

Lifetime 

ability Age- Average 

of Devel- Adjusted Life 

oping Cancer Expect- 

Cancer, Incidence ancy, 

Color and Sex % tutes * ¥f. 

Nonwhite men 


81 338 66.6 
36 333 72.4 
17 253 59.2 


Nonwhite women............. 203 63.2 


* Per 100,000 population, 


The probabilities, for white men and women, of de- 
veloping cancer at various sites are given in table 4. 
In men, the risk of developing cancer of the digestive 
system is dominant, with a lifetime probability at birth 
of 10.3 in 100. In women, the risk of developing cancer 
by age 65 is highest for the genital organs and breast. 
However, the risk of developing cancer of the digestive 
system after age 65 increases so rapidly that the diges- 
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tive system outranks the genital organs and breast as a 
cancer risk in over-all Jifetime probability. In both men 
and women, the probability of developing cancer of the 
digestive system from age 65 on is substantial, 9.9 per 
100 men and 8.4 per 100 women aged 65. It is of in- 
terest to note that the probability of developing leukemia 
during childhood (by age 15) is less than 1 in 1,000 for 
both male and female children. 

It is obvious that the probability of surviving to a 
specified age is affected by the risk of dying from cancer. 
Further insight into the magnitude of the cancer problem 
may be gained by determining the effect of cancer mor- 
tality on life expectancy. It has been estimated that per- 
sons currently dying of cancer would live an average of 
1S years longer if cancer were eliminated as a cause of 
death.” 

SITES OF CANCER ORIGIN 

Variation by Sex.—Although the incidence of cancer 
is essentially the same in the two sexes, there is a marked 
difference by site of origin. In females, nearly one-half 
of all cancer originates in the reproductive organs (breast 
and genitals) and nearly one-fourth in the digestive 
system. Among males, only one cancer in eight origi- 
nates in the reproductive organs, while one-third origi- 
nate in the digestive system. Nearly all forms of cancer, 
other than cancer of the reproductive organs, occur 
more frequently among males. If genital and mammary 
cancer are excluded, the incidence rate per 100,000 be- 
comes 290 for males and 181 for females, or 60% 
greater among males. The largest excess is found for 
cancer of the respiratory system. Cancer of the lung 
and bronchus occurs four and one-half times as fre- 
quently in males, and the incidence of laryngeal cancer 
is 12 times as high. 

The sex difference in susceptibility to cancer of the 
reproductive organs may arise from differences in func- 
tion and structure. The more frequent development ot 
nearly all other forms of cancer in males may in large 
part be due to exogenous factors. Men are exposed to 
some environmental factors to which women generally 
are not subjected, and exposure to common etiological 
agents may be more prolonged or intense for males. The 
environmental hypotheses seem to be supported by the 
fact that for most forms of cancer other than genital and 
mammary the gap between the incidence rates for males 
and females increases with age. However, the possible 
role of endogenous factors in the etiology of cancer of 
the nonreproductive organs should not be overlooked. 
The higher incidence of cancer among male children 
cannot readily be attributed to environmental factors. 
Incidence rates by sex and primary site, for white and 
nonwhite persons, are given in table 5. 

Variation by Race.—The most striking contrast be- 
tween whites and Negroes is the difference in incidence 
for cancer of the skin and genital organs. Whereas the 
skin accounts for One in seven cancers in white persons, 
skin cancer is relatively rare in Negroes. Among males, 
the incidence of cancer of the prostate and penis is defi- 
nitely higher for Negroes, whereas testicular cancer oc- 
curs more frequently in whites. Among females, the 
higher rate of genital cancer in Negroes is due entirely 
to cancer of the cervix, which occurs twice as frequently 
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in Negro women. Cancers of the corpus, vagina, and 
vulva occur with equal frequency in both races, while 
cancer of the ovary occurs more frequently among 
whites. 

The low incidence of skin cancer in Negroes is gener- 
ally considered to result from a true racial difference in 
susceptibility. The higher incidence of cancer of the 
prostate, penis, and cervix in Negroes has been attributed 
to sex habits and sex hygiene, the prevalence of veneral 
disease, pregnancy history, and medical care at parturi- 


TaBLe 4.—Percentage of White Persons Expected to Develop 
Cancer During Future Lifetime, Broad Site Groups 
by Sex and Age 


Men, Women, 
Beginning at Beginning at 
Site Birth Ages Birth Age 65 

All cancer 

During future lifetime.....-. 30.9 28.3 86.3 25.1 
All cancer, excluding skin 

During future lifetime... 25.9 23.0 31.7 
Bueceal cavity 

During future lifetime............ 14 lai 0.7 0.6 
Digestive systein 

During future lifetime............ 10.3 8.4 
Respiratory system * 

During future Jifetime..... Ker 3.3 2.3 0.9 06 
Breast (female) 

During future lifetime. . iw 4.6 
Genital organs 

During tuture lifetime...... 1.0 5.1 3.4 
Skin 

During future Jifetime...... 3.7 
Urinary organs 

During future lifetime.. 2.3 1.3 
Leukemia 

During future Jifetime.......... 0.7 Ot 0.6 0.3 
Lymphoma 


During future lifetime ou OD 0.7 O4 


* The estimates for the respiratory system are undoubtedly too low, 
They are based on current incidence rates, and experience indicates that 
the incidence of respiratory cancer is likely to continue to increase 
during the next few decades. 


tion. However, the available evidence is insufficient to 
establish the precise importance of any of these factors. 


Changes from 1937 to 1947,—The outstanding 
change between the two survey periods was the large 
reported increase in illness from cancer of the lung and 
bronchus. Both the incidence and mortality rates more 
than doubled in a period of 10 years (table 6). Part of 
the increase may be due to improved case finding. It 
seems unreasonable, however, to attribute all of the 


2. Effect of Cancer on Longevity: United States, 1939-41, Vital Sta- 
tistics Special Reports 32, no. 7, Public Health Service, National Office 
of Vital Statistics, 1950, pp. 239-242. 


L59 


1632 EPIDEMIOLOGY OF CANCER—HELLER ET 
observed increase to this factor. The differential rate of 
increase between 1937 and 1947 inthe two sexes (males, 
119%; females, 67% ) argues against this conclusion. 
At least part of the reported increase in lung cancer inci- 
dence and mortality is real. 

A sizable decrease (24% ) was reported in the inci- 
dence of cancer of the stomach. This decrease must be 
interpreted in the light of reported increases for other 
parts of the digestive system, which resulted in an un- 
changed incidence rate for the digestive system as a 


TABLE S.—Age-Adjusted * Cancer Incidence Rates per 100,000 
Population, Broad Site Groups and Selected Individual 
Sites by Color and Sex, 1947 


White Nonwhite 
Primary Site Maile Female Male Female 
Reproductive organs.......... 39.4 146.9 162.3 
Nonreproductive organs...... 186.5 198.4 130.7 
25.8 7.7 10.9 6.3 
dads 5.8 0.8 0.4 0.2 
4.4 0.8 3.3 0.9 
ee 110.5 79.8 96.9 68.0 
34.1 18.3 39.6 22.8 
INGESTING... 05,2 27.8 13.9 16.9 
2.3 4.4 1.0 2.0 
9.3 6.5 11.6 6.4 
Respiratory system... ........... 38.6 8.3 83.2 7.9 
7.6 0.6 5.7 0.6 
Lung and bronehus,.......... G5 6.5 25.4 5.8 
74.3 44.0 108.4 
94.5 11.5 11.5 11.7 
5.6 3.1 4.3 8.0 
18.6 8.0 7.0 7.9 
Brain and nervous system...... 7.1 5.0 44 3.6 
Endocrine glands, not elsewhere 
10.8 7.5 7.5 6.7 
14.7 14.8 12.9 11.9 


* Adjusted on ave distribution of the population of the United States 
{continental) in 1950. 


whole. This suggests a shift in the site classification of 
cancers Originating in the digestive system rather than a 
real change for specific sites. It is possible that some 
cases of cancer that in 1937 were considered to be pri- 
mary in the stomach on clinical evidence alone, in 1947 
would have been classified as primary in the intestines, 
as a result of x-ray, exploratory surgery, or biopsy. 

For a number of site groups, the relationships between 
changes in the incidence and mortality rates suggest that 
some progress has been made in the management of 
the cancer problem. The sites involved and the changes 
in cancer incidence and mortality from 1937 to 1947 are 
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shown in table 7. The observed differential trends may 
have resulted either from earlier case finding or from 
more successful treatment. An alternative explanation, 
that in 1947 a greater proportion of the reported cases 
of cancer were in fact nonmalignant, seems unlikely in 
view of the increased utilization of microscopic tech- 
niques for the confirmation of cancer diagnoses. The sug- 


TABLE 6.—A ge-Adjusted * Cancer Incidence and Mortality 
Rates, 1947, and Percentage of Change, 1937 to 1947, 
by Primary Site 


Ineldenee Mortality 
Cases Deaths 
per er 
190,000 =Change 0,000 Change 
Populas 1937- Populas  1937- 
tion, 1917, tion, 1947, 
Primary Site 1947 % 1917 % 
15.5 12 4.3 2 
9.5 —1? 12 —25 
93.5 0 63.6 — 8 
26.3 19 16.3 5 
17.9 19 10.1 17 
Liver and biliary passages...... 7.9 —22 6A —27 
74 2 5.8 18 
22.9 66 15.3 68 
Lung and bronchus.............. 17.6 105 22.7 123 
36.9 11 14.6 9 
Female genital organs.............. 40.0 0 16.8 —10 
31.0 —4 12.0 
Male genital 18.1 16 —? 
16.3 19 7.5 — 1 
10.4 23 2.4 4 
4.6 109 2.1 200 
5A 
27.2 25 12.7 
* Adjusted for age on the total population of the United States 


(continental) in 1950, 
+ Adjusted tor the fact that leukemia and Hodgrkin’s disease were 
not reported in 1937, 


TABLE 7.—Change in Cancer Incidence and Mortality 
from 1937 to 1947 
Change 1937 to 
O47, % 


Primary Site Incidence Mortality 


+16 —2 


gestion that there has been improved case management 
requires verification. This might be accomplishd through 
the analysis of trends in case survival rates. 


PATTERN OF MEDICAL CARE 
In addition to information on the distribution of dif- 
ferent forms of cancer in the population, the morbidity 
surveys provide some insight into the pattern of medical 
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care given to persons with cancer. These data include 
(1) proportion of persons with cancer receiving hospital 
care, (2) length of hospitalization, (3) proportion of 


lymphoma, these sites are generally accessible. Although 
the skin is the most accessible of all sites, only two-thirds 
of the cases of cancer at this site were confirmed micro- 


cases in which diagnosis is microscopically confirmed, 
(4) stage at diagnosis, and (5) survival experience. 
Hospitalization.—Of every 100 patients with cancer 
under care in 1947, 73 were seen in a hospital, compared 
to 68 in 100 in 1937—an increase of 7%. The average 


TABLE 8.—Number of Survivors in Every 100 Diagnosed Cases 
of Cancer, by Stage at Diagnosis 
National 
Cancer 


Institute 
Survey, Connecticut, Yr * 


Stage at Diagnosis 1 5 
72 43 26 
Regional 58 60 20 11 
cc 28 14 3 1 


* The Connecticut register {s restricted to patients seen in hospitals. 
At least part of the difference in the 1 yr. survival rates in the 
National Cancer Institute survey and the Connecticut register may be 
attributed to the selection of cases for hospitalization. 


period of first hospitalization was 23 days. Since a siza- 
ble proportion of patients with cancer are hospitalized 
more than once, the total number of days of inpatient 
care received by the average patient is considerably 
greater than 23, probably at least 30. This represents a 
serious drain on the financial resources of the patient 
and his family and on the hospital resources of the 
community. 

Microscopic Confirmation of Diagnoses.—In 72 out 
of every 100 cases of cancer discovered in 1947, the diag- 
nosis had been confirmed by microscopic examination 
of tissue, compared to 61 out of every 100 in 1937—an 
18% increase. This rise in the proportion of micro- 
scopically confirmed diagnoses indicates improvement 


TABLE 9.—Cancer Sites Accessible to Direct Examination, 
Percentage of Cases Diagnosed While Localized, 
by Sex, 1947 


Men Women 
Per- Per- Per- 
centage centage eentage centage 
of All Diag- of All Diag- 
Newly nosed Newly nosed 
Diag- While Diag- While 
nosed Local- nosed Local- 
Primary Site Cases ized Primary Site Cases ized 
Skin 15.4 94 Breast 91.7 40 
Prostate 9.5 50 Uterus 18.9 57 
Reetum 6.5 45 Skin 10.7 95 
Mouth and 6.3 61 Rectum 4.5 46 
pharynx Mouth and 2.0 74 
pharyox 
Thyroid 0.3 49 Thyroid 11 65 
Total aecessible 38.0 70 Total accessible 38.9 Ds 
sites sites 
Total accessible 29.6 §2 Total aecessible 48.2 49 


sites (excluding skin) sites (excluding skin) 

in the quality of medical care. Whether the diagnosis of 
cancer is confirmed by a microscopic examination of tis- 
sue depends in part on the accessibility of the tissue 
affected, especially for living patients (fig. 5). In 1947, 
the site groups with the highest proportion of cases 
microscopically confirmed were female genitals (84 ), 
breast (83% ), lymphoma (83% ), and buccal cavity 
(81%). Except for the parts of the body attacked by 


scopically. The ease with which growths on the skin 
may be removed accounts for the fact that one-third of 
the diagnoses were based on clinical evidence alone. 


There was a marked difference in the proportion of 
confirmed diagnoses among patients seen in a hospital 
and patients seen only by a physician. Nearly four out | 
of five hospitalized patients had a microscopically con- 
firmed diagnosis, compared with one out of every two 
patients whose condition was diagnosed outside of a 
hospital. Even cancer of the skin, if diagnosed in a hos- 
pital, was microscopically confirmed almost as frequently 
as cancer of other accessible sites. 

Stage at Diagnosis and Survival.—Early diagnosis of 
cancer is generally recognized to offer the most hope for 
successful treatment. This principle of cancer control is 
supported by data collected through follow-up of pa- 
tients with cancer. Information on the survival experi- 


% MICROSCOPICALLY CONFIRMED 


PRIMARY SITE ° 20 40 60 80 100 

q 
ALL CANCERS 72 
BREAST 7 
BUCCAL CAVITY Ol 
RESPIRATORY SYSTEM 68 
DIGESTIVE SYSTEM 66 
SKIN j 
MALE GENITALS 64 7} 
OTHER SITES | 

L 


Fig. §5.—Percentage of newly diagnosed cases of cancer with micro- 
scopic confirmation of diagnosis by primary site, 1947. 


ence of patients with cancer with respect to the stage of 
development of the cancer at the time it was diagnosed 
is contained in table 8. The data are drawn from the 
cancer register maintained since 1935 by the state of 
Connecticut as well as from the surveys conducted by 
the National Cancer Institute. Each series is based on 
the experience of more than 40,000 patients. 

Table 8 indicates that the chances for survival in 
cases of cancer diagnosed while localized at the site of 
origin are much better than for cases diagnosed after the 
tumor has spread to adjacent tissues (regional involve- 
ment) or to other organs (remote metastases). For ex- 
ample, of every 100 persons in whom a diagnosis of 
localized cancer was made, 43 lived for at least five 
years after diagnosis, whereas of every 100 persons in 
whom a diagnosis was made after other organs had been 
invaded, only 3 survived five years. In view of the evi- 
dent benefits of early diagnosis, it is unfortunate that 
only one-half of all cases of cancer are being diagnosed 
while localized at the site of origin. This record could be 
improved materially, because one-half of all forms of 
cancer develop in organs accessible to direct examination 
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by the physician in his own office. When skin cancer, 
which generally does not spread to other organs, is ex- 
cluded, only 50% of accessible cancer was diagnosed 
early. The record of each accessible site with respect to 
the percentage of cases diagnosed while localized is 
shown in table 9. Noteworthy here is that in cancer of the 
breast—a highly accessible site—only two of every five 
cases are diagnosed while the cancer is localized. For 
cancer of the rectum, the proportion is less than half; 
for cancer of the prostate one-half; and for cancer of the 
uterus less than three out of five. 


SUMMARY 

Cancer morbidity surveys were carried out by the 
National Cancer Institute in 10 metropolitan areas of the 
United States in 1937 and again in 1947. The reported 
cancer incidence rate in 1947 was 319 per 100,000 
population; 30% higher than in 1937. More than 
500,000 new cases of cancer are being diagnosed in the 
United States each year; this number will increase to 
more than 750,000 by 1975. Under prevailing condi- 
tiens, 32 out of every 100 newborn children may be ex- 
pected to develop cancer at some time during their lives; 
3 by age 45, 14 by age 65, and 23 by age 75. For a num- 
ber of sites of cancer origin, the data suggest that some 
progress has been made in the management of the cancer 
problem. Further substantial advances are within reach 
through fuller utilization of available techniques. Half 
of all forms of cancer originate in organs accessible to 
direct examination by the physician in his own office; 
yet exclusive of skin cancer, only 50% of cancer de- 
veloping in accessible sites is being diagnosed while it 1s 
localized at the site of origin. 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation of 
available scientific data and reports of investigations. 


H. D. Kautz, M.D., Secretary, 


Dermatological Preparations of Antibiotics 


Until recently the Council has withheld recognition of 
dermatological preparations of the antibiotics, chloram- 
phenicol, chlortetracycline hydrochloride, erythromycin, 
oxytetracycline hydrochloride, and tetracycline hydro- 
chloride, pending the accumulation of sufficient experi- 
ence to weigh their efficacy for topical management of 
pyogenic skin infections against their potentiality for 
producing skin sensitization reactions on repeated appli- 
cation. This problem previously led the Council to with- 
hold its recognition of a dermatological ointment of 
streptomycin sulfate and to withdraw the earlier recog- 
nition of various topical forms of the sulfonamides and 
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of penicillin (Sulfonamides for Local Application De- 
leted from N. N. R., J. A. M. A. 1353157 [Sept. 10] 
1947; Penicillin Preparations for Topical Application 
Omitted from N. N. R. in Annual Reprints of Reports of 
the Council on Pharmacy and Chemistry, Philadelphia, 
J. B. Lippincott Company, 1950, pp. 39-40). On the 
other hand the Council has recognized the topical use 
of bacitracin, neomycin sulfate, polymyxin B sulfate, and 
tyrothricin on the basis that these antibiotics exhibit a 
low index of sensitization and, in contrast to the sulfona- 
mides, penicillin or streptomycin, are employed less 
often for systemic action in serious infections where 
sensitivity to them might prevent their use. 

The Council recently reopened its evaluation of der- 
matological forms of the newer antibiotics in relation to 
the question of local sensitivity reactions on the basis of 
further experience as indicated by interested manufac- 
turers and the opinions obtained from consultants in 
dermatology. The data from manufacturers as well as 
the experience of 11 leading dermatologists revealed 
that the continued topical use on the skin of an ointment 
or cream containing 10 mg. per gram of erythromycin, 
1% chloramphenicol, or 3% chlortetracycline hydro- 
chloride, oxytetracycline hydrochloride, or tetracycline 
hydrochloride was associated with a relatively low index 
of sensitivity reactions, which apparently is somewhere 
between that of the bacitracin-neomycin-polymyxin 
group and the penicillin-streptomycin group. In some 
instances sensitization could be traced to the vehicle 
rather than the antibiotic. The consultants also agreed, 
however, that promiscuous use of erythromycin and the 
broad spectrum antibiotics for topical treatment of pyo- 
genic skin infections should be avoided and often was 
not required in view of the topical effectiveness of other 
antibiotics less frequently employed for systemic infec- 
tions. Continued topical application increases the pos- 
sibility of systemic allergic reactions, 

The Council voted to recognize the discriminate use 
of dermatological preparations of chloramphenicol, 
chlortetracycline hydrochloride, erythromycin, oxytetra- 
cycline hydrochloride, and tetracycline hydrochloride for 
the topical treatment of pyogenic infections of the skin 
and to expand the New and Nonofficial Remedies mono- 
graphs on these antibiotics accordingly. 

Lederle Laboratories Division, American Cyanamid Company: Fi 
Lilly & Company; Parke, Davis & Company; and Pfizer Laboratories, 


Division of Chas, Pfizer & Co., Inc., cooperated by furnishing scientific 
data to aid in the evaluation of dermatological preparations of antibiotics. 


Use of Methoxamine Hydrochloride in Shock 
Accompanying Myocardial Infarction 


The Council has evaluated the proposed use of the 
vasopressor drug, methoxamine hydrochloride, in the 
management of hypotensive shock accompanying myo- 
cardial infarction, The drug previously was found useful 
as an adjunct to other appropriate measures for restor- 
ing blood pressure during surgery, especially with spinal 
anesthesia and in hypotensive, poor-risk patients. For 
evaluating its use in myocardial shock, the manufacturer 
furnished available reports of investigations. The Coun- 
cil also sought the opinions of consultants on the ques- 
tion of its usefulness for this purpose because of the lack 
of direct inotropic (muscle stimulant) effect on the 
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heart. It was conceded, however, that this should not 
be construed as a disadvantage because peripheral vaso- 
constrictors such as methoxamine, which do not directly 
stimulate cardiac output but which increase peripheral 
resistance, might well interrupt the vicious cycle of 
cardiogenic shock by elevating systemic blood pressure 
and consequently the perfusion pressure of the coronary 
circulation. Accordingly the Council concluded that, 
although the available evidence for the use of methoxa- 
mine for this purpose was scanty and indicated that it 
may be less effective than cardiotonic vasopressor agents, 
the drug has produced benefit in a certain proportion of 
patients with myocardial shock. The Council also agreed 
that the use of such agents in this condition is mainly in- 
dicated when shock is not so severe that the blood pres- 
sure cannot be detected. 

The Council voted to expand the monograph on 
methoxamine hydrochloride in New and Nonofficial 
Remedies to recognize its additional use as an adjunct 
in the management of myocardial shock. For this pur- 
pose an initial intramuscular injection of 15 mg. of 
methoxamine hydrochloride may be given, followed by 
slow intravenous infusion of a solution containing 35 mg. 
per 250 cc. of 5% dextrose in water for injection; the 
rate of flow must be adjusted to provide the desired re- 
sponse. Administration should be closely supervised so 
that the drug is gradually slowed and discontinued as 
soon as the patient no longer shows ciinical evidence otf 
shock. 


Burroughs Wellcome & Company, Inc., cooperated by furnishing 
scientific data to aid in the evaluation of methoxamine hydrochloride, 


Hexachlorophene Limited to Preoperative Use 
on the Skin 


In addition to the use of hexachlorophene in soaps 
and detergents for preoperative disinfection of the nor- 
mal skin, the Council previously recognized its use for 
decreasing the incidence and severity of miliaria, am- 
moniacal dermatitis, seborrheic dermatitis (“cradle 
cap’), and pyogenic skin infections including carbuncles, 
furuncles, and impetigo. A review of the evidence for 
either the prevention or treatment of these infections has 
revealed that the available data are based on poorly 
controlled experiments and are too meager to warrant 
continued recognition of such claims. Consultant experts 
in this field, who concurred with this view, agreed that 
the use of hexachlorophene had been conclusively estab- 
lished only tor preoperative disinfection of the normal 
skin. 

The Council voted to revise the monograph on hexa- 
chlorophene for New and Nonofficial Remedies accord- 
ingly. 


Additional Uses for Lidocaine Hydrochloride 


Several years ago the Council recognized the use of 
appropriate concentrations of lidocaine hydrochloride 
for infiltration, block, low caudal, and topical anesthesia; 
the Council believed that, until its toxic potentialities had 
been compared with longer-established agents, it should 
not be used for the more hazardous procedures, con- 
tinuous caudal, peridural, or spinal anesthesia (New and 
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Nonofficial Remedies 1955, pp. 49-51). The manufac- 
turer subsequently made available further evidence, 
which has accumulated since the agent was initially eval- 
uated, concerning experience with the latter uses. It in- 
dicates that the agent can be employed with reasonable 
safety for these additional forms of anesthesia when 
proper precautions are exercised to observe established 
techniques and to avoid overdosage. The Council agreed 
with the opinions of consultant anesthesiologists that 
drowsiness frequently observed after the use of the agent 
without epinephrine in block or regional anesthesia is 
indicative of a central depressant action and that unde- 
sirable symptoms and warning of overdosage to be 
avoided include hypotension, patlor, sweating, nausea, 
vomiting, and muscular twitching. 

The Council voted to recognize the additional uses of 
lidocaine hydrochloride for continuous caudal, peridural, 
and spinal anesthesia and to revise the monograph for 
New and Nonofficial Remedies accordingly. 


Astra Pharmaceutical Products, Inc., cooperated by furnishing scientific 
data to aid in the evaluation of lidocaine hydrochloride. 


Ophthalmic Use of Erythromycin 


The Council has been requested to evaluate the use of 
erythromycin in the form of ar ophthalmic ointment con- 
taining 5 mg. per gram. On the basis of currently avail- 
able evidence, the Council concluded that the topical 
use of this antibiotic is justified in the treatment of ocular 
infections that are caused by organisms susceptible to 
its action. Mild, transient reactions to ophthalmic ap- 
plication have occurred occasionally. The ophthalmic 
ointment may be applied directly to the infected eye one 
or more times daily, depending on the severity of the 
infection. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to recognize this additional use 
of erythromycin. 


Eli Lilly & Company cooperated by furnishing scientific data to aid 
in the evaluation of erythromycin. 


Parenteral Use of Methscopolamine Bromide 


The manufacturer of methscopolamine bromide, an 
anticholinergic drug, has proposed evaluation of its use 
by subcutaneous or intramuscular injection in acute ex- 
acerbations of peptic ulcer when a rapid reduction of 
gastric acidity and motility is desired or when the pa- 
tient cannot take the drug by the usual oral route. Clin- 
ical observations on the parenteral injection of the drug 
that were furnished by the manufacturers were found 
adequate to indicate the feasibility of this route of ad- 
ministration for such patients. The usually effective dos- 
age was found to range from 0.25 to I mg. (0.25 to | cc. 
of a solution containing 1 mg. per cubic centimeter) in- 
jected subcutaneously or intramuscularly every 6 to 8 
hours until acute symptoms are brought under control 
or oral medication becomes feasible. 

The Council voted to expand the New and Nonofficial 
Remedies monograph on the drug accordingly to recog- 
nize its parenteral use. 


The Upjohn Company cooperated by furnishing scientific data to aid 
in the evaluation of methscopolamine bromide 
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ROLE OF THE EPIDEMIOLOGIST 


Since the epidemiologist is concerned with disease as 
it affects the whole population or some special segment 
of it rather than as it affects the individual, his role is 
often not appreciated by the practitioner, whose chiet 
but not sole concern is the individual patient. In the past 
epidemiologists have used their talents primarily to trace 
the sources of infectious diseases, but, as the relative im- 
portance of this group of diseases has decreased, the 
epidemiologist has found that the methods of study he 
has developed over the years can be applied to various 
kinds of accidental injury and the chronic degenerative 
diseases. 

Morris * has described seven distinct uses to which 
epidemiology can be put. Historical studies may bring 
to light a trend indicating either an increase or a decrease 
in the incidence of a disease. Such studies give important 
intimations of the future behavior of the disease in a 
population. Concurrent studies describe the nature and 
relative size of disease problems in various regions and 
the distribution of a disease by age, sex, race, occupation, 
economic status, or any other factor in which the in- 
vestigator is interested. Through the use of life tables 
a person's life expectancy can be computed for any age. 
Through operational research it can be determined how 
well certain community health measures or programs are 
working. 

Another use of epidemiology is the completion of the 
clinical picture by determining what segment of the popu- 
lation is most susceptible to a disease. The accuracy of 
such observations depends on the discovery of all the 
cases in a Community or on a screening survey of a truly 
representative portion of the population. The results 
of such surveys indicate what groups should receive 
the major effort in a control program. The epidemiologi- 
cal method has been useful in separating entities that 
were once grouped together. From the peptic ulcers of 
the early 1920’s gastric ulcer and duodenal ulcer 


1. Morris, J. N.: Uses of Epidemiology, Brit. M. J. 2: 395401 (Aug. 
13) 1955. 
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emerged as different diseases. Efforts are now being 
made to separate coronary arteriosclerosis from other 
forms of coronary heart disease. The reverse process 
led to the discovery that congenital malformations re- 
sulted from maternal rubella occurring during gestation, 
that rheumatic fever was a streptococcic infection, and 
that herpes zoster was a manifestation of the chickenpox 
virus, 

Perhaps the most important function of the epidemi-- 
ologist is the identification of harmful ways of living. 
Faulty dietary habits were thus shown to cause the 
avitaminoses; the drinking of polluted water was shown 
to cause intestinal disease; crowded living space was 
shown to predispose to respiratory disease; overeating of 
various foods was shown to be related to the development 
of such conditions as arteriosclerosis, diabetes, dental 
caries, and the toxemias of pregnancy; physical inac- 
tivity was shown to predispose to coronary thrombosis; 
and social isolation was shown to lead in some patients to 
schizophrenia, suicide, or senile dementia. The relation 
between tobacco smoke and cancer of the lungs and 
coronary thrombosis is still being investigated. Many 
other examples could be cited. The results when proved 
set the direction environmental or personal control meas- 
ures should take. 


In view of these facts, it can be seen that more epi- 
demiology is needed from the standpoint of public 
health and medicine as a whole. The epidemiological 
method offers the possibility of testing hypotheses re- 
garding the cause and control of disease. In fighting dis- 
ease the best results will be obtained if the practicing 
physician, the laboratory scientist, and the epidemiolo- 
gist collaborate. No one of these can do the job alone. 


SURVIVORSHIP BENEFITS FOR PHYSICIANS’ 
WIDOWS AND MINOR CHILDREN 


Advocates of compulsory coverage of physicians un- 
der the Old-Age and Survivors Insurance section of the 
Social Security Act contend that self-employed physi- 
cians with young children could well afford to pay the 
entire Social Security tax for the sole purpose of obtaining 
survivorship benefits under OASI for the widow whose 
children are under 18 years of age. The maximum 
amount of these benefits is now $200 a month. A widow 
under 65 years of age can receive survivorship (mother’s) 
benefits only if she has in her care a minor child entitled 
to a child’s benefit. It is also claimed that all other bene- 
fits promised under OASI are very desirable; for exam- 
ple, benefits for widows and wives aged 65 and over. The 
facts do not support this contention, however, as equal 
or greater benefits for the widow while the children are 
under age 18 can be purchased from life insurance com- 
panies at a lower cost. 
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Under the 1954 amendments to the Social Security 
Act, the present tax on self-employed persons is 3% 
of their annual earnings up to $4,200 a year. Provision 
is made for an increase to 3.75% during the period 
1960-1964, to 4.5% in 1965-1969, to 5.25% in 1970- 
1974, and to 6% starting in 1975. On earnings of 
$4,200 a year, the tax is now scheduled to rise from 
$126 to $252. This schedule can be altered, of course, 
at any future session of Congress. For example, these 
percentages would be raised by 0.75% under the pro- 
visions of H. R. 7225, which passed the House of Repre- 
sentatives last summer by a large majority. It is, there- 
fore, unrealistic to examine this claim about the value of 
survivorship benefits for the widow with minor children 
without recognizing that an increase in the tax rate is 
already scheduled. Furthermore, the tax base has risen 
to $4,200, and there is a reasonable prospect that a tax 
base of $4,800 or possibly $6,000 may be established 
in the foreseeable future. For the purpose of examining 
this problem, nevertheless, it will be more conclusive to 
consider $126 a year as the basis for comparison wth 
life insurance premiums. 

Few, if any, life insurance companies offer policies 
that precisely match the survivorship benefits under OASI 
for a widow with minor children. Comparable insurance 
policies specify a term of years—10, 15, or 20—rather 
than protection until the youngest child attains 18 years 
of age. The “family income” feature comes close to 
matching these particular OASI benefits, but the pre- 
mium paying period, unlike the OASI bite, ends with the 
term of protection. For example, a young physician aged 
25, by paying an extra annual premium of approximately 
$65, can obtain a “family income” clause—at the time 
of purchase or later on if he is still insurable—in his 
$20,000 ordinary life insurance policy that would pay 
his family $200 a month during the interval between his 
death and the 20th anniversary of the issue of the policy. 
at which time the children would be 20 years older and 
the extra premium would cease. If the father died seven 
years after the issuance of the policy, the family would re- 
ceive $200 a month under the “family income” clause 
for the next 13 years, when the $20,000 basic life in- 
surance policy would be payable. Thus the face amount 
of the ordinary life insurance policy is not diminished 
by the payment of monthly benefits of $200 a month. 
If the father survived the 20 year period, the “family in- 
come” clause and its extra premium would terminate. 

For a physician 30 years of age, the premium for a 
“family income” clause for $200 a month would be 
about $85 a year; for a physician 35, about $115 a year; 
and tor a physician 40, about $166 a year. For this latter 
comparison, protection for 20 years after the issue of 
the policy is oftered over too long a period for most phy- 
sicians 40 years of age, because few fathers are over 40 
when the last child is born. A more realistic counterpart 
to the survivorship benefits for a widow with minor chil- 
dren under OASI until the youngest child attains age 18 
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might be a 10 year “family income” clause for a physi- 
cian 40 years of age, which would require an annual pre- 
mium of approximately $60; the extra annual premium 
for a 10 year “family income” clause at age 45 would be 
only $83. Almost all self-employed physicians with 
young children—many employed physicians are now 
paying OASI taxes—can purchase the counterpart to 
OASI survivorship benefits to cover their wives in the 
event they should become widows and until the youngest 
child would attain 18 years of age for less than $126 
a year. 

The contention that $126 is a bargain price for the 
claimed OASI benefits is further weakened by the fact 
that less than $200 a month would be payable under the 
1954 amendments to the Social Security Act if and when 
the widow had only one child under 18. The primary in- 
surance benefit for the husband, which is the basis for 
computing the survivorship benefit for the widow and 
minor children, would be $108.50 a month; the survivor- 
ship benefit for one minor child would be three-fourths of 
this amount, $81.40 a month, and a similar amount for 
the widow totals $162.80 a month. The fact that many 
physicians do not leave a widow with minor children is 
worth noting, although it has no bearing on the argument 
of young physicians with minor children that this one 
feature would make OASI a bargain for them. Only by 
including in the comparison both the widow’s benefit, 
which would stop should she remarry or return to sub- 
stantial gainful employment, and the benefits for at least 
two minor children could a standard of $200 a month 
be established for comparing the tax of $126 a year with 
the annual premium on a “family income” clause for 
$200 a month added to a $20,000 ordinary life insurance 
policy. Incidentally, some insurance companies will add 
a $200 a month “family income” clause to a $10,000 
life insurance policy. Our concern here is with the extra 
premium charged for the “family income” clause. 

Over and above these points of superiority in the pro- 
vision for survivorship benefits for the widow and minor 
children by the purchase of insurance is the fact that 
the insurance policy is a contract providing for definite 
extra premiums for only 10, 15, or 20 years, has a defi- 
nite scale of benefits, and is enforceable in the courts. 

It is obvious that the original contention about bar- 
gain prices under OASI is false even under the assump- 
tion that only interested physicians with young children 
would be covered and taxed; it is not valid for voluntary 
coverage, to say nothing of compulsory coverage, of phy- 
sicians under OASI. Considering the present provisions 
of the Social Security law, the young physician would 
fare best by purchasing survivorship benefits for his 
widow and minor children from a reputable life insurance 
company under a “family income” clause. Admittedly, 
survivorship benefits for a widow with minor children are 
not the only claimed benefits under OASI, but $126 a 
year—the initial cost—is an exhorbitant price to pay for 
them alone. Furthermore, a rise to $252 in the annual 
tax by 1975 is already scheduled. 
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ORGANIZATION SECTION 


MEDICOLEGAL SYMPOSIUMS 


Over a thousand doctors and lawyers from 20 states 
attended three regional medicolegal conferences spon- 
sored by the Committee on Medicolegal Problems and 
the Law Department of the American Medical Associa- 
tion. These meetings. held in Chicago on Oct. 9, Omaha 
on Oct. 16, and New York on Oct. 30, were the first 
joint meetings of members of both the legal and the 
medical professions organized and sponsored by a na- 
tional organization. 

Dr. Elmer Hess, President, Dr. George F. Lull, Secre- 
tary and General Manager, and Dr. James Reuling, a 
Trustee of the Association, welcomed guests at the 
respective conferences and officially pledged the Asso- 
ciation’s full support to programs designed to better 
rapport between law and medicine. They established 
the theme of the meetings by pointing out that, while no 
conflict should exist between the two professions, it 
does—because time, knowledge, and opportunity to 
eliminate misunderstandings are lacking. In Dr. Hess’ 
words, the meetings were planned and conducted on the 
conviction that “the ripple of understanding they create 
will spread through the professions, eventually clearing 
up the sometimes muddy medicolegal waters.” The wel- 
coming speakers all emphasized that the issue is not 
whether lawyers and doctors can work together but rather 
how they can work together most effectively for the 
benefit of those people who must depend on their mutual 
cooperation. 

Three broad areas of medicolegal relations were con- 
sidered: medicine’s contributions to the administration 
of justice; mutual medicolegal problems as viewed by 
each profession; and a demonstration showing a medical 
expert witness under proper and improper courtroom 
conditions. In the area of the administration of justice, 
there were provocative discussions on traumatic neuro- 
sis, trauma and disease, medical expert testimony, and 
medical science in the administration of criminal justice. 
In the area of medicolegal problems, there were dis- 
cussions of the several aspects of professional liability; 
a consideration of the professional man as a taxpayer; 
and an exploration of the best methods to insure unbiased 
medical expert testimony. 

In developing the theme of the conferences, it was 
admitted that lawsuits are adversary proceedings and 
conflict is a major element in the medicolegal field. Dis- 
cussions and papers presented from the viewpoint of 
each profession proved that doctors and lawyers are 
both attempting to obtain the best results from individual 
and professional efforts. In presenting the view of medi- 
cine or law, every effort was made to clarify misunder- 
standings, not for the sake of understanding alone but 
as a means to an end—the welfare of the individuals 
served, whether identified as patients, clients, or the 
public. 

The late Dr. Louis Regan, a member of the A. M. A. 
Committee on Medicolegal Problems, pointed out that 


medicine participates less effectively in the administra- 
tion of justice in the U. S. than in any comparable 
civilized country in the world. Another speaker urged 
pretrial conferences between doctors and lawyers and 
advanced the theory that, if doctors would prepare com- 
plete reports concerning an individual’s medical dis- 
ability and make the reports available to attorneys prop- 
erly associated with a case, the doctor would in all prob- 
ability spend less time in court. In this way, adequate rec- 
ords would often permit a claim to be settled equitably 
without submission to a jury. The doctor’s reluctance 
to go to court and ways to overcome that reluctance 
were mentioned in several of the presentations. Physi- 
cians also came in for their share of criticism on the 
ground that, although they insist strongly on scientific 
objectivity in their daily practices and research, they 
become less objective as witnesses. 

It was pointed out that, because of the trend of some 
court decisions, the physician is often compelled to give 
thought to protecting himself against the patient even 
as he cares for that patient. The urgency for the adoption 
of the medical examiner system for the protection of 
the innocent as well as detection of the guilty was stated 
emphatically. It was stressed that no community can 
afford to let an innocent man go to prison or a murderer 
go unpunished today when medical science is available 
to prevent such miscarriages of justice. 

The matter of taxation did not escape notice. It was 
said by one of the speakers that the “political, legisla- 
tive and administrative atmosphere in which income 
tax has mushroomed, especially since 1930, stems from 
indifference and hostility to the professional man, es- 
pecially where he is self-employed.” Physicians and other 
professional men have tax disabilities not suffered by the 
self-employed businessman, including limitations on 
division of fees, advertising restrictions, entertainment 
expenses, and the use of partnership or corporate form 
of practice with possible tax advantages. 

The balance of the meeting was devoted to the ques- 
tioning of a medical expert witness in a two-part mock 
trial demonstration. In the first part of the demonstra- 
tion, the medical witness had not been prepared in any 
way for the role he was to play in the administration of 
justice. He had poorly prepared himself and had not 
been adequately advised by the attorney who employed 
him. As a result he was laid open to a cross-examination 
that destroyed the credibility of his testimony and made 
him appear something less than an expert in his specialty. 
Then the same witness, under the same factual situation, 
was characterized as a thorough and capable physician. 
He had conducted a complete examination of the in- 
dividual and his testimony was objective and factual. 
Because of preparation he was not, as a witness, subject 
to a successful attack on cross-examination. The witness 
was Dr. Ralph E. DeForest, Secretary of the A. M. A, 
Council on Physical Medicine. He underwent direct 
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Henry J. TePaske, Iowa City, president of the Iowa Bar Asso- At the Omaha meeting were Dr. Alan R. Moritz, Cleveland, Chairman, A. M. A. 
ciation, discussed the Omaha program with Dr. Joseph McCarthy Committee on Medicolegal Problems; C. Joseph Stetler and Dr. George F. Lull, 
and Wilbur S, Aten, president of the Nebraska Bar. Chicago; and Dr. Joseph McCarthy, Omaha-Douglas County Medical Society, who 

was chairman of the meeting. 


R. B. Murphy, Madison, Wis., The late Dr. Louis Regan, Dr. Harlan English, Danville, 
attorney, discussed professional Los Angeles, physician and Ill, presided over the opening 
men’s tax problems, attorney, gave some pointers on meeting in Chicago. 

medicolegal problems from the 
standpoint of both professions. 


Above—Dr. Richard Ford, acting head, department 
of legal medicine, Harvard University School of Med- 
icine, gave an illustrated talk showing how easy it is 
to make a mistake in attributing death to accident, 
murder, or suicide and pointing out the need for quali- 
fied medicolegal examiners. 


4 


Left—A highlight of all three symposiums was the 
“mock trial” of an actual Illinois personal injury case 
involving expert testimony concerning a slipped inter- 
vertebral disk. Performers were Irving Golstein, Chicago, 
as judge; Dr. Ralph E. DeForest, Secretary, Council 
on Physical Medicine and Rehabilitation, as witness; 
and R. G. Van Buskirk and Edwin Holman, of the 
A.M. A. Law Department, as attorneys for the plaintiff 
and the defense. 


G. C. A. Anderson, Baltimore attorney, who dis- 
cussed unbiased medical expert testimony, talks with 
the late Dr. Shabat and Dr. Moritz at Omaha. 


} 


Welcoming speakers for the Omaha meeting were Dr. William E. 
Wright, Creighton, Neb., president, Nebraska State Medical Association, 
and Wilbur 8. Aten, Holdredge, Neb., president, Nebraska Bar Association. 
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examination by R. G. Van Buskirk and cross-examina- 
tion by E. J. Holman, both members of the A. M. A.’s 
Law Department. 

The script for the demonstration was prepared by 
Mr. C. Joseph Stetler, Director of A. M. A.’s Law 
Department, and was designed to stress the importance 
of cooperation between attorney and physician, ade- 
quate pretrial conferences, and understanding of the 
issues to be presented to and decided by judge and jury. 
After the formal presentation of papers and the demon- 
stration, the meetings were opened to discussion from 
the floor. So popular was the discussion period that it 
was necessary for the chairman at each meeting to use 
his gavel to terminate the discussion, 

The speakers and the titles of their papers included: 

Louis J. ReGan,* M.D., LL.B., Los Angeles, “Medical Legal 

Problems—The Physician’s and Lawyer's Viewpoint” 

JoHN P. GILLIGAN, M.D., Nebraska City, Neb., “Medical 

Legal Problems—TRe Physician’s and Lawyer's Viewpoint” 
Ropert B. Murpuy, LL.B., Madison, Wis., “The Professional 
Man as a Taxpayer” 
Cuine, Lincoln, Neb., “Professional Liability” 
WILLIAM F, Martin, New York City, “Professional Liability” 
G. C. A. ANDERSON, Baltimore, “Unbiased Medical Expert 
Testimony—An Actuality” 

ALAN R. Moritz, M.D., Cleveland, “Medical Science in the 
Administration of Criminal Justice” 

RICHARD Forp, M.D., Boston, 
Courts” 

Eric O_pperG, M.D., Chicago, “Traumatic Neurosis” 

ROLAND P. MacKay, M.D., Chicago, “Traumatic Neurosis” 

SAMUEL Brock, M.D., New York City, “Traumatic Neurosis” 

Harry Gairk, New York City, “Traumatic Neurosis” 

IRVING GOLDsTEIN, LL.B., Chicago, “Medical Expert Testi- 

mony” 

L. WILLARD SHaABaT,} M.D., Chicago, “Medical Expert Testi- 

mony” 

WiLuiaM J, Hotz Jr., Omaha, moderator of expert panel 


“Medical Science and the 


* Dr. Regan died on Dec. 3. 
7 Dr. Shabat died on Oct. 21. 


SCIENTIFIC PROGRAM, CHICAGO MEETING 
JUNE 11-15, 1956 


Preparations for the Annual Meeting in Chicago are 
rapidly taking shape. The sections of the Scientific As- 
sembly will hold meetings Tuesday, Wednesday, and 
Thursday, some in the mornings and some in the after- 
noons. In the Section on Miscellaneous Topics, a Session 
on Allergy will be presented on Wednesday morning. 
The General Scientific Meetings will be held all day 
Monday and Friday morning. On Monday, the meeting 
will be held in the Gymnasium of the University of Illi- 
nois, adjacent to Navy Pier. The Friday morning meet- 
ing will be devoted to traffic accidents and will undoubt- 
edly be held at Navy Pier. 

The Section meetings will be held in the places listed 
below: 


Diseases of the Chest................. Knickerbocker Hotel 
Experimental Medicine and Therapeutics...... Sheraton Hotel 


Gastroenterology and Proctology....Gymnasium, University of 
{llinois, adjacent to Navy 
Pier 
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Laryngology, Otology and Rhinology....Northwestern Univer- 
sity, Thorne Hall 


Nervous and Mental Diseases................. Drake Hotel 
Obstetrics and Gynecology.................... Drake Hotel 
Ophthalmology. . .. Northwestern University, Thorne Hall 
Lake Shore Club 
Pathology and Physiology........ Drake Hotel 
Physical Medicine. ....... Knickerbocker Hotel 


Surgery, General and Adorn. ..Gymnasium, University of 
Illinois, adjacent to Navy 
Pier 


The Color Television and Motion Picture programs 
will be presented in rooms at Navy Pier. 

The Scientific Exhibit will be presented at Navy Pier 
in cooperation with the various Sections of the Scientific 
Assembly. Applications for space close on Jan. 9; appli- 
cation blanks may be obtained from the section repre- 
sentatives or from the Secretary, Council on Scientific 
Assembly, American Medical Association, 535 N. Dear- 
born St., Chicago 10. 


REGISTRATION AT THE CLINICAL MEETING, 
BOSTON, NOV. 29-DEC. 2, 1955 


ks kana 8 Missouri. ; 17 
Arizona..... 9 Nebraska. 10 
California..... New Hampshire 1W 
Canal Zone... ] New -lersey. 72 
Colorudo..... 1? New Mexico.. 
Distriet of Columbia. North Dakota. 
Georgia....... 1? Oklahoma 10 
Hawaii....... 1 6 
Ilinois.... Puerto Rieo..... 4 
Indiana... Rhode Island... . 168 
Kansus..... South Dakota... 4 
WKentueky...... 14 ‘Tennessee,....... 9 
Maryland. Vermont.... . 59 
Boston Area... 1,231 Virginia.. 91 
Massachusetts 120 Was shington. : 7 
Michigan......... West Virginia. 5 
Mississippi..... 4 Wyoming..... 3 
OTHER COUNTRIES 
ieiand....... 
Bolivia.... ? Israel...... 
China.... Netherlands... ... 
Cotombis....... 2? Nicaragua....... 
: 3 Philippine Islands 
Denmark....... Seotland., ] 
Eeuudor...... South Africa.. 
Englaund...... ‘ Switzerland...... 3 


Vil 
195 


Vol. 159, No, 17 ORGANIZATION SECTION 1641 


Christmas 
At Che A.M. A. 


’Twas several nights before Christmas but all 
through the place everyone was stirring ... at the 
A. M. A.’s annual Christmas party of the Em- 
ployees’ Recreation Association. Several hundred 
of the headquarters staff lined up at 5 p. m. on Dec. 
13 to await their serving of a traditional turkey 
dinner in the A. M. A. cafeteria, festively decorated 
for the holiday season, After the dinner, the 25- 
member “SingerAMA” presented a concert of 
Christmas carols and a recital of organ selections. 
The gala evening was climaxed by a tableau of the 
nativity scene. 


ime 


Guests were admitted on presentation of gifts for distribution this 
week to needy patients in children’s hospitals and welfare convalescent 
homes and to elderly pensioners throughout the Chicago area. More 
than 600 gifts were donated by the employees. 


The E, R. A. was organized four years ago to develop good fellowship 
among the Association’s 900 employees in its numerous departments 
and to promote a spirit of cooperation within the headquarters building. 
These photographs speak for its success, 
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PROCEEDINGS OF THE BOSTON CLINICAL MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN: BOSTON, NOY. 29-DEC. 2, 1955 


The actions of the House of Delegates at the Boston Meet- 
ing are herewith abstracted so that the readers may have this 
information in digest form. The official proceedings will be 
made available, as in the past, in a booklet, which will be sent 
to all members of the House of Delegates and officers of the 
American Medical Association by the Secretary, This booklet 
will not be available for several weeks. —Eb. 


Invocation 

Dr. Edwin P. Booth, professor of historical theology at Boston 
University School of Theology, pronounced the following in- 
vocation: 

Accept, O Lord, the praise and thanksgiving of a grateful 
people for the benefits of medicine. We accept, O Lord, Thy 
commands to study, to investigate, to experiment, and to sym- 
pathize. We are grateful for the light Thou hast given our fathers 
in medicine in their time, and we pray for Thy blessing upon 
our efforts in our time, working with Thee to sustain life, to 
relieve suffering, to restore health. Especially do we pray that 
we may fulfill that portion of this great task which falls upon 
this assembly. Give light to our minds, firmness to our judg- 
ments, and skill to our persuasion, that, understanding the tasks 
that lie before us, we may find the right procedures and the right 
answers to carry forth this mighty work. We lift before Thee 
in gratitude all the forces that cooperate with medicine, all the 
technicians, and every other aspect of this great work, and upon 
the assembly here gathered in Boston representing the American 
aspect of Thy world-wide medicine; our own tasks and all these 
other tasks we lay before Thee for Thy guidance, and unto Thy 
gracious care and protection we commit ourselves and all we 
do. Grant us, O Lord, Thy guidance and Thy blessing. Amen. 


Preliminary Report of Reference Committee 
on Credentials 
Dr. Raymond F. Peterson, Chairman, Montana, reported that 
184 delegates had been seated, and informed the Speaker that a 
quorum was present. 


General Practitioner of the Year 

Dr. Gunnar Gundersen, Chairman, Board of Trustees, made 
the following announcement: 

The Board of Trustees is pleased to announce the selection of 
Dr. E. Roger Samuel of Mount Carmel, Pa., as the recipient 
of the General Practitioner of the Year award. 

Dr. Samuel has been a general practitioner for 35 years and 
practices in the town where he was born. He is active in char- 
itable, civic, and medical organization work and was nominated 
by the Medical Society of the State of Pennsylvania after original 
sponsorship by the Mount Carmel Rotary Club and the North- 
umberland County Medical Society. Dr. Samuel was born 
Sept. 25, 1889, attended Dickinson College, and was graduated 
yrom the University of Pennsylvania School of Medicine in 
1913. After spending a year as resident pathologist at the Penn- 
sylvania Hospital in Philadelphia, he entered general practice 
in Mount Carmel. He married Emily G. Snyder in 1917 and 
nas three daughters. During World War | he served as captain 
in the Army Medical Corps assigned to the British Expeditionary 
Forces and was awarded the Purple Heart. He is a charter 
member and past commander of the Mount Carmel American 
Legion post. Dr. Samuel, a 33rd degree Mason, Past Master, 
and present trustee of his local lodge, has been trustee, treasurer, 
and Sunday school teacher of the First Methodist Church, 
president of the Community Concert Association, president of 
the Northumberland County unit of the American Cancer 
Society, medical advisor of the tuberculosis and health commit- 
tee, and member of the board of the Mount Carmel Red Cross 
chapter and the Mount Carmel Rotary Club. 


He has been active in civil defense, establishing first-aid 
stations throughout the area, and was a member of the Selective 
Service Board during World War Il. He has been president of 
the Board of Health, Fraternity Club, Kiwanis Club, and 
president and founder of the Mount Carmel Chamber of Com- 
merce. Dr. Samuel has been president of the county and state 
medical societies and has held other offices in both groups. He 
also has been president of the staff at the Shamokin State 
Hospital, compensation doctor for the Jeddo-Highland Coal 
Company, surgeon for the Lehigh Valley Railroad Company, 
member of the board of the Medical Service Association of 
Pennsylvania (Blue Shield), and a member of the American 
Academy of General Practice, the World Medical Association, 
and the Association of Railway Surgeons. 


Adoption of Minutes of Atlantic City 
Annual Meeting 
The minutes of the Annual Meeting held in Atlantic City, 
N. J., June 6-10, 1955, were adopted as printed and distributed 
to the members of the House of Delegates. 


Remarks of the Speaker, Dr. FE. Vincent Askey 

The Speaker presented the following remarks, which were 
referred to the Reference Committee On Reports of Officers: 

Members of the House of Delegates of the American Medical 
Association: The address of the Speaker is limited to matters of 
conduct and procedure in the House. Every organization has 
a few procedures peculiar to itself either by tradition or pre- 
scribed by its constitution and bylaws. It happens that at every 
session of our House of Delegates there are a few members who 
have not been seated before. It is not amiss therefore, for their 
benefit, to cail attention to some parts of the modus operandi 
of our House. First, | would urge you all most carefully to read 
and become familiar with the little booklet you have received, 
“Your Role as a Delegate to the American Medical Association.” 
This has been prepared very carefully, and compliance with its 
requests will aid the conduct of the business of the House 
immeasurably. In addition, every delegate should be familiar 
with the current Constitution and Bylaws and the Principles of 
Medical Ethics. Changes are made from time to time, and you 
should be up to date in your knowledge of them. Robert's Rules 
of Order are the rules of the House except where the Con- 
stitution and Bylaws specifically direct otherwise. The ordinary 
rules of order may be suspended by a two-thirds vote of the 
House, but any rule specified by the Constitution or Bylaws 
cannot be changed except in the prescribed manner even by a 
unanimous vote of the House. The order of business may be 
changed by majority vote. 

The Chair would refresh your memory to the fact that the 
House is made up of voting and nonvoting members. All regu- 
larly elected or designated delegates who are seated are entitled 
to the floor and also to vote. Since the Speaker and Vice 
Speaker are regular delegates they are entitled to all the privileges 
of regular delegates except that the Constitution and Bylaws 
specifically state that the Speaker, the one in the Chair, votes 
only in case of tie. The general officers of the Association, the 
past-presidents and past-trustees, and some other specified per- 
sons such as the Editor, the Assistant Secretary, the chairmen 
of councils and the delegates from the Student American Medical 
Association are nonvoting members of the House and as such 
are entitled to all the privileges of the floor but are not entitled 
to vote. It has been asked how the Speaker and Vice Speaker 
can vote when they are general officers and do not have a vote. 
When the Speaker and Vice Speaker vote, they do so as regularly 
elected delegates. This brings to attention a minor detail of 
procedure. The Secretary is a nonvoting member of the House. 
The Bylaws require all elections to be by ballot, except where 
there is only One nominee for an office. In that case a majority 
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vote without ballot elects. Therefore the Secretary cannot legally 
cast the ballot. Should you wish to move that a ballot be cast 
the Chairman of Tellers should be so delegated. 

Each member of the House of Delegates is entitled to speak 
once, on recognition—twice if no other member wishes the 
floor—for 10 minutes each time. He may speak more times if 
no objection is made or if motion to extend debate is ordered 
by a two-thirds vote. No attempt will be made by the Chair to 
curtail free and adequate discussion. In case of heated con- 
troversy, however, the rules will be strictly enforced, and they 
should be understood thoroughly. 


REFERENCE COMMITTEES 

The reference committees are a most important part of the 
House procedure. The members of each committee are chosen 
by the Speaker with great care. Experience, ability, geographic 
location, division of practice, seniority, and integrity are all 
factors entering into appointments. For that reason no member 
of a committee should disqualify himself from acting on any 
matter referred to his committee merely because he has an 
opinion on it or because it comes from his state or for similar 
other reason. The committee merely makes a report to the 
House, and the House may adopt or reject the report as it sees 
fit. Each committee member is expected to give his best efforts 
to seek the best answer to each problem and to stand by his 
honest convictions. 

A short discussion of the procedure of receiving the commit- 
tee reports may be of value at this time. The majority report is 
the report of the committee. A minority report is one which 
does not agree with the majority and, if adopted, has the effect 
of nullifying the majority. A substitute motion is an amendment 
with certain peculiar variations. A minority report is actually 
an argument against the majority report and is germane to 
debate for or against adoption of the majority report. There 
are many good opinions that vary as to how a substitute motion 
should be handled. However, our Bylaws follow Robert’s Rules 
of Order. Our interpretation of these rules follows very closely 
what we have used in the past. A committee report, majority, 
is presented and is open for discussion. A minority report is 
made and constitutes an argument against the committee, 
majority, report. It is moved that this minority report be sub- 
stituted for the committee report. Then the original motion is 
again open to discussion and since the minority report is an 
argument against the motion it may be discussed also. When 
all discussion is ended, the motion to substitute the minority 
report for the majority is voted. If this motion carries, then the 
majority report is lost and the minority report is before the 
House and open to more discussion. It is then voted. If the 
motion to substitute be lost, the original majority report is 
before the House and open to discussion and vote. If neither 
the report of the committee nor the minority report be adopted 
then the original resolutions given to the reference committee 
may be called up on the floor for direct action unless they have 
been disposed of. By that I mean that sometimes the committee 
report, if it is turned down, disposes of the original motion. 

Special committees ordered by the House of Delegates report 
directly to the House, and then their reports are referred to the 
appropriate reference committees. The Chair would again call 
attention to the fact that all business of this House must be 
referred to a committee except by specific action of the House. 
Committees of the Board of Trustees report to the Board, and 
their reports are assigned, on presentation to the House of 
Delegates, to one of the regular reference committees for con- 
sideration. Standing committees, the councils, of the House of 
Delegates present their reports to the House at the interim meet- 
ing and these are referred to appropriate reference committees. 
All special committees and reference committees of the House 
die with the end of the meeting at which they report unless 
extended by definite action. Therefore, a motion to discharge 
such a committee is superfluous. 

The Chair would again urge you to expedite consideration 
of the business of the House by getting all reports and resolutions 
in early. Also, it is important that you edit your resolutions so 
that the action refers to the American Medical Association 
rather than merely presenting a facsimile of a resolution that 
was passed by your state association or other body. 
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Your Speaker has continued the innovations which his 
esteemed predecessor instituted. Changes will be made if need 
arises. However, the maxim of St. Paul still is one good to 
tollow—*“Prove all things, hold fast to that which is good.” 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. Wesley W. Hall, Chairman, Nevada, submitted the fol- 
lowing report, which was adopted: 

Address of the Speaker: This was a brief but very thorough 
lesson in parliamentary law, so necessary for efficient handling 
of the House of Delegates. Your committee feels that the subject 
matter of this address should be incorporated in the booklet 
“Your Role as a Delegate to the American Medical Associ- 
ation.” In addition, your committee feels that a copy of this 
address should be forwarded to the speaker of the house of 
delegates of each state society to be used as an additional guide 
in his conduct of state assemblies. Furthermore, your commit- 
tee reemphasizes the Speaker's request that all resolutions and 
reports be submitted as early as possible, thereby preventing a 
last minute rush. It is noted that far more time is required by 
the office staff in assembling and filing paper work than in 
actual mimeographing. 

Your reference committee wishes to compliment both the 
Speaker and Vice Speaker for the excellent manner in which 
they are conducting the affairs of the House. 


Reference Committees of the House of Delegates 


The Speaker announced the appointment of reference com- 
mittees as follows: 


AMENDMENIS TO THE CONSTITUTION AND BYLAWS 


J. J. Crane, Chairman, Section on Urology 
Maurice J. Dattelbaum, New York 

Karl S. J. Hohlen, Nebraska 

Francis T. Holland, Florida 

Stanley B. Weld, Connecticut 


BOARD OF TRUSTEES AND SECRETARY, REPORTS OF 
Homer M. Izumi, Chairman, Hawaii 
Woodruff L. Crawford, Section on Pediatrics 
Frank A. MacDonald, California 
George A. Unfug, Colorado 
Dexter H. Witte, Wisconsin 


CREDENTIALS 
Raymond F. Peterson, Chairman, Montana 
Thomas M. d’Angelo, New York 
John N. Gallivan, Connecticut 
R. T. Johnstone, Section on Preventive and Industrial 
Medicine and Public Health 
Spencer A. Kirkland, Georgia 


EXECUTIVE SESSION 
William F. Costello, Chairman, New Jersey 
Frank J. Elias, Minnesota 
Leopold H. Fraser, California 
Howard K. Petry, Pennsylvania 
Rolland J. Whitacre, Section on Anesthesiology 


HyGIENE, PUBLIC HEALTH, AND INDUSTRIAL HEALTH 
L. Howard Schriver, Chairman, Ohio 

Joseph B. Copeland, Texas 

Gerald D. Dorman, New York 

Paul D. Foster, California 

H. Kenneth Scatliff, Llinois 


INSURANCE AND MEDICAL SERVIC! 
Lewis A. Alesen, Chairman, California 
R. J. Azzari, New York 
Lester D. Bibler, Section on General Practice 
Percy E. Hopkins, Illinois 
H. Linton January, New Mexico 
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LEGISLATION AND PUBLIC RELATIONS 
Paul A. Davis, Chairman, Ohio 
Earle M. Chapman, Massachusetts 
W. Andrew Bunten, Wyoming 
John J. Masterson, New York 
Elmer G. Shelley, Pennsylvania 


MEDICAL EDUCATION AND Hospitals 
George M. Fister, Chairman, Utah 
Warde B. Allan, Maryland 
Alfred H. Ellison, Indiana 
Warren W. Furey, Illinois 
William A. Hyland, Michigan 


Mepicat MILItARy AFFAIRS 
Charles H. Richardson Sr., Chairman, Georgia 
Otis O. Benson Jr., United States Air Force 
William C. Chaney, Tennessee 
Louis W. Jones, Pennsylvania 
Russel V. Lee, Section on Military Medicine 


MISCELLANEOUS BUSINESS 
Frank H. Krusen, Chairman, Section on Physical Medicine 
Reuben B. Chrisman Jr., Florida 
Frank J. Holroyd, West Virginia 
William M. Skipp, Ohio 
Milford O. Rouse, Texas 


REPORTS OF OFFICERS 
Wesley W. Hall, Chairman, Nevada 
William L. Estes Jr., Pennsylvania 
Thurman B. Givan, New York 
Robert L. Novy, Michigan 
Donovan F. Ward, lowa 


RULES AND ORDER OF BUSINESS 
B. O. Edwards, Chairman, North Carolina 
Aldrich C. Crowe, New Jersey 
George D. Johnson, South Carolina 
Ezra A. Wolff, New York 
Hoyt B. Woolley, Idaho 


SECTIONS AND SECTION WORK 
Gilson Colby Engel, Chairman, Pennsylvania 
Howard M. Bubert, Maryland 
John S. DeTar, Michigan 
Philip S. Foisie, Massachusetts 
B. E. Montgomery, Illinois 


TELLERS 
Eustace A. Allen, Chairman, Georgia 
Charles J. Ashworth, Rhode Island 
Orwood J, Campbell, Minnesota 
Frank L. Feierabend, Missouri 
John F. Lucas, Mississippi 


SERGEANTS-AT-ARMS 
William F. Brennan, Chairman, Pennsylvania 
David W. Gaiser, Washington 
C. Paul White, Illinois 


Presentation of Medal to General Practitioner of the 
Year, Dr. E. Roger Samuel 

Dr. James Z. Appel, Pennsylvania, escorted to the rostrum 
Dr. E. Roger Samuel, Mount Carmel, Pa., and Dr. Gunnar 
Gundersen, Chairman, Board of Trustees, presented him with 

the General Practitioner of the Year Gold Medal award. 
Dr. Samuel accepted the medal with the following remarks: 
1 accept this great honor in behalf of the general practitioners 
of America. We have finally, after a great many years, attained 
the privileges and right to practice medicine amongst you fellows. 
When | was a member of the House many years ago, there 
were very few general practitioners who could find the time and 
the energy and the money to come to all these meetings, but 
since then, they tell me, there has been a new crop that has 
grown up and there are a few of us poor, debilitated fellows 
scattered amongst you to help in these deliberations. I think 
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the thing that impresses me most about this whole business is 
the fact that it comes from the grass roots. Your county society 
suggests one of your members for this important honor and 
the rest of you concur. I accept this honor very humbly, but 
I do believe it is something that is going to give heart and energy 
to the general practitioners throughout the nation. I remember 
the time when a delegation came to me and asked me to be 
president of the Medical Society of the State of Pennsylvania. 
I] said, “I can’t do that. I haven't got the time. I haven't got 
the energy to do that kind of a job.” They said, “Our general 
practitioners are feeling that this thing has been handed down 
from one group to another, and we feel that the general practi- 
tioner should be represented.” As a result, I accepted that job, 
and every place I went men said to me, “You have encouraged 
and enheartened the general practitioners in your state.” 

I think | am correct in believing that you are my friends, and 
I know that [ am your friend. I work with you and you work 
with me. You have given me this great honor and I accept it 
with due humility in the name of all the general practitioners 
of the United States. Thank you! 


Report of Reference Committee on Rules and 
Order of Business 

Dr. B. O. Edwards, Chairman, North Carolina, presented the 
following report, which was adopted: 

Your Reference Committee on Rules and Order of Business 
recommends (1) that the Order of Business be as it is printed 
and has been distributed to the delegates; (2) that the Speaker 
be authorized to vary this order if necessary adjustments be- 
come evident, unless objected to and ordered by the House; 
(3) that the Speaker recess the House at times to be determined 
by him and best suited for the comfort of the members; and 
(4) that the Speaker be allowed to grant the privilege of the 
floor to such persons as may be presented by the President or 
Chairman of the Board of Trustees and to others who will aid 
in the deliberations of the House, unless countermanded by 
vote of the House. 


Contribution to American Medical Education Foundation 

At the request of the Speaker, Dr. Donald Cass, California, 
and Dr. Louis H. Bauer, President of the American Medical 
Education Foundation, came to the rostrum, and Dr. Cass 
presented a check to Dr. Bauer, with the following remarks: 

It gives me a great deal of pleasure to present to the American 
Medical Education Foundation a check for $25,000 from the 
California Medical Association. I want to add another word. 
The Audio Digest has an exhibit in Mechanics Hall, and it is 
now making money, but unfortunately we have not made enough 
yet to make a contribution; the money that has accrued in our 
treasury has had to be used in the business. However, I believe 
that from now on each year you can expect a substantial con- 
tribution from The Audio Digest, 


Remarks of Dr. Louis H. Bauer, President, American 
Medical Education Foundation 

Dr. Bauer accepted the check tendered by Dr. Cass with the 
following remarks: 

On behalf of the American Medical Education Foundation 
and the American medica! colleges, | want to thank the Califor- 
nia Medical Association for this generous gift. We also want 
to thank the other state associations that have made contribu- 
tions to the Foundation, as well as the individuals who have 
made contributions. 

The Foundation is not in as healthy a shape as | wish it were. 
The amount which we shall be able to turn over to the medical 
schools the first of January is slightly more than we were able 
to turn over last year, but that is due to one thing and one thing 
only, namely, that we had six months more to accumulate funds, 
Had we made the contribution last July, as we had been making 
it in previous years, we would have fallen quite a bit short of 
the funds necessary. We are aiming at 2 million dollars from 
the doctors and the medical associations of America. We have 
never approached that. We contributed a littlke over a million 
dollars last year, and it will be approximately $1,100,000 this 
year, provided the contributions during the month of December 
keep up as they have been coming in in the last couple of 
weeks. 
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In talking to representatives of the National Fund for Medical 
Education, which, as you know, is trying to raise funds from 
industry, they state that the first question they are asked is, 
“What are the doctors doing about this?” They feel that it is 
certainly at least an equal task of the doctors as it is of industry 
to raise Money to protect the freedom of our medical schools. 
Funds from industry are increasing, but they will only continue 
to increase as funds from the medical profession also continue 
to increase. So 1 hope, when you go back, you will stimulate 
your colleagues and your societies, if they have not already 
made contributions, to do so, so that we shall end this calendar 
year with more than we were able to present in the previous 
donation and that for 1956 we shall be able to increase that a 
great deal. 

There has been some discussion that the AMEF interfered 
with the donations direct to colleges, but investigation and 
inquiry among the medical colleges has revealed the fact that 
since the AMEF was organized there has not been a single 
college at which the contributions have diminished; they have 
actually increased, so I do not think we have interfered with 
donations direct to the colleges not made through the Founda- 
tion. Of course, in reporting to industry what the doctors are 
doing, we report both what comes through the Foundation and 
also what is given direct to the schools. 


Address of Dr. Leo H. Bartemeier, Joint Commission 
on Mental HIness and Health, Inc. 

The Speaker introduced Dr. Leo H. Bartemeier, chairman of 
the board of trustees of the Joint Commission on Mental Illness 
and Health, who addressed the House as follows: 

Mr. Speaker and Members of the House of Delegates: 1 am 
appearing before you today as the chairman of the board of 
trustees of the Joint Commission on Mental Illness and Health 
by the kind permission of your Speaker, Dr. Askey, and at the 
suggestion of President Elmer Hess to render a short report of 
the progress to date of the Joint Commission on Mental Illness 
and Health. 

As you perhaps already know, the Council on Mental Health 
of the American Medical Association, with the express permis- 
sion of the Board of Trustees, and the American Psychiatric 
Association have been spearheading for the past two years the 
development of a Joint Commission on Mental Illness and 
Health to carry out a nationwide analysis and reevaluation of 
the human and economic problems of mental illness and mental 
health of the nation. The organizational work incident to the 
setting up of the Joint Commission has now been completed, 
and we have been joined in this effort by some twenty other 
national organizations of the nonmedical and social professional 
groups. Fortunately for us there also has been in the last year 
and a half considerable thinking along similar lines of a neces- 
sity for such a study by members of Congress. This has resulted 
in an act of Congress passed in its recent session without one 
dissenting vote. This legislation created the so-called “Mental 
Health Study Act of 1955” which has become Public Law 182. 
This Act of Congress was most thoroughly supported by the 
Board of Trustees and the Committee on Legislation of the 
Association. 

The joint commission itself has been incorporated under the 
laws of the District of Columbia, It has adopted bylaws and 
has appointed a Board of Trustees composed of 15 persons, I1 
of whom are doctors and members of both the American Medical 
Association and American Psychiatric Association. Dr. Kenneth 
E. Appel of Philadelphia, a past-president of the American 
Psychiatric Association, has been elected president of the Joint 
Commission, and Dr, Jack R. Ewalt, presently commissioner 
of the Department of Mental Health of the Commonwealth of 
Massachusetts, has been appointed to the position of principal 
research investigator for the commission. 

The funds made available by Congress under the Mental 
Health Study Act of 1955 amount to $1,250,000 to be expended 
over a period of three years. A sum of $250,000 has been 
appropriated for the first year of the study and the joint com- 
mission has already made application for these funds to start 
the work of the commission early in 1956. Some additional 
funds have already been made available to the commission by 
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private foundations, and we confidently expect that funds from 
foundation sources will match or exceed the funds which are 
being made available by the federal government. 

There has never been a thorough-going study and report of 
all of the aspects of our present resources, methods, and prac- 
tices for the diagnosing, treating, caring for and rehabilitating 
the mentally ill. We feel therefore that the organization of the 
joint commission with proper financing offers a chance of a 
lifetime to develop guideposts for the American people that 
will point the way to a new attack on the staggering problem 
for the next 15 to 20 years. 

Along with our Association and the American Psychiatric 
Association we have invited as initial organizational members 
of the commission representatives from the American Associ- 
ation on Mental Deficiency, the American Association of Psychi- 
atric Clinics for Children, the American Bar Association, the 
American Occupational Therapy Association, the American 
Public Health Association, the Council of State Governments, 
the National Association for Mental Health, the National In- 
stitute of Mental Health, the National Rehabilitation Associa- 
tion, the Social Science Research Council, the U. S. Children’s 
Bureau, the Office of Vocational Rehabilitation of the Depart- 
ment of Health, Education, and Welfare, and the Veterans 
Administration. 

The joint commission during the past vear has had a scientific 
study committee intensively occupied with a determination of 
the methods of work of the commission. A broad frame of 
approach has been delineated, and we believe that when the 
study and report is completed we shall be able to report to 
the Congress and to the professions concerned: (1) certainly 
an up-to-date description of the prevalence of mental disorders 
and the existing resources for and methods of dealing with these 
in regard to diagnosis, treatment, care, rehabilitation, and pre- 
vention, and an evaluation with respect to each: and (2) an 
examination of the formal and informal resources of our coun- 
try and their organization and use in dealing with the mental 
health of our people. Out of such an examination we believe 
will come a radical reconceptualization of our problems and a 
reconstruction of these institutions so that they can be more 
economically used and mental health and illness can be better 
served, 

We realize that this is going to be a tremendous undertaking, 
and therefore | would like to ask now tor all the help and 
support that I know you are going to be able to give us toward 
achieving a successful outcome. The commission hopes that 
through this survey and report it will be able to accomplish in 
the field of mental health what was similarly accomplished by 
the “Flexner report” and its subsequent follow-up in achieving 
the optimum in standards of medical education in the United 
States. 


Presentation and Address of President of Woman's Auxiliary 

Mrs. Mason G, Lawson, President of the Woman’s Auxiliary, 
Was presented to the House by the Speaker, and delivered the 
following address: 

Members of the House of Delegates of the American Medical 
Association and Guests: On behalf of the 71,205 members of 
your Woman’s Auxiliary, | extend my appreciation to you for 
this opportunity to present a brief progress report on our 
activities during this first half of the current fiscal year. 

“Active Leadership in Community Health,” our program 
theme, is projected into all of our activity. As your Auxiliary, 
we believe that our principal role is that of the volunteer in 
health education. We are aware that only a properly informed 
member can achieve this goal so that consequently our program 
is one of intensive study as well as one of action. We are grati- 
fied that each year many more of the national organizations 
concerned with health are seeking our assistance in their health 
education program. This, we feel, is not only recognition of 
the prestige the Woman’s Auxiliary enjoys among the national 
women's organizations, but an increased awareness of our 
ability to achieve the desired results. This year, the American 
Cancer Society has prepared material especially designed for 
the Auxiliary’s use in health education. We also recognize the 
great challenge to community health resources that are offered 
by the cardiovascular diseases and plan to cooperate with the 
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American Heart Association in its program of public education. 
In addition, we shall continue our individual support of all of 
the other voluntary health organizations, such as poliomyelitis 
and tuberculosis. 

Increasing the interest of state and county auxiliaries and 
the individual members of the American Medical Education 
Foundation is one of our most important projects. We are con- 
fident that this will result in a substantial increase in our annual 
contribution to the American Medical Education Foundation 
in June of 1956. During National Medical Education Week, 
April 22-28, 1956, we shall participate in the 80 Dimes Cam- 
paign, and hope that through this pioneering effort, the lay 
people of the country will become yearly contributors to the 
National Fund for Medical Education. 

Our Committee on Legislation has been expanded to parallel 
the American Medical Association committee. We now have, in 
addition to our chairman, 10 regional chairmen. We are con- 
centrating our efforts in those areas of legislation in which we 
can be most effective. These chairmen, as well as many other 
Auxiliary members, attended the American Medical Association 
Legislative Conference held in their area. 

The recruitment program has been broadened to cover not 
only nurses but recruitment in other fields allied with medicine, 
such as technologists, physical and occupational therapists, and, 
in some instances, medical social workers. We recognize the 
need for trained personnel in these areas of medicine and the 
shortage which now exists. 

The Bulletin, our official publication, has almost doubled in 
subscriptions since June. We are also experiencing the best year 
to date in obtaining subscriptions to Today's Health. Each 
county auxiliary has been urged to help plan and carry out an 
informational program or project for public education during 
Mental Health Week, April 29-May 5, 1956. Every Auxiliary 
member has been urged to cooperate with her local Civil 
Defense Administration and to become trained to assist her 
community in the event of a local or national disaster. At our 
recent Study Conference in Chicago, the national Auxiliary 
very proudly received a Distinguished Service award from the 
Crusade for Freedom for its efforts in their behalf. We are also 
cooperating with the American Heritage Foundation in their 
Register and Vote Campaign. One of our newest projects is a 
survey to determine the contribution of both time and money 
which the physicians give to their community. This will be done 
by local auxiliaries and only with the permission of their local 
society. A joint committee from the national Auxiliary and the 
American Medical Association Council on Rural Health is 
engaged in a series of study conferences to explore the areas 
in which the Auxiliary can participate more effectively in the 
rural health program. 

| have personally visited 13 states since June, and immediately 
following this meeting | shall visit the District of Columbia. 
Six additional states and the Territory of Hawaii have been 
visited by a national officer or chairman. Incidentally, the visit 
to Hawaii did not cost us anything. Including this session, I 
have attended eight meetings sponsored by the American 
Medical Association or one of its departments. Committee 
chairmen have attended all Association departmental meetings 
which concern their field of activity. I attended the annual 
convention of the Auxiliary to the Southern Medical Associa- 
tion, a regional conference of the National Foundation for 
Infantile Paralysis, and the National Safety Congress, where I 
participated in the first Conference on Women’s Activities. I 
also attended a Tratlic Safety Institute at Northwestern Univer- 
sity which was sponsored by the President's Committee for 
Traffic Safety, served as a judge of the Carol Lane Safety 
Awards, and made a trailer to the film on medical education, 
“Danger at the Source.” Following this meeting, I shall be 
present at a Joint Conference on Children and Youth and shall 
attend the Congress of Industry at the invitation of the National 
Association of Manufacturers. Immediately following that 
meeting, I shall be present at a luncheon given by the President 
of the National Fund for Medical Education for National 
Women’s Organizational Presidents and have been asked to 
speak to that group. 

The Auxiliary has had help trom many sources in the pro- 
motion of its program and objectives. Although our central office 
staff is smaller than that of any other comparable women’s 


J.A.M.A., Dec, 24, 1955 


organization, consisting of only four employees in addition to 
Miss Margaret Wolfe, our Executive Secretary, we are con- 
fident that it is second to none in the efficiency of its Operation. 
We are grateful to Dr. Hess, Dr. Lull, the members of our 
Advisory Committee, the Board of Trustees, and to the depart- 
ments and employees of the American Medical Association who 
have given us much valuable assistance. We want especially to 
thank Dr. Ernest B. Howard, who serves as the liaison officer 
between the Auxiliary and the Board of Trustees. We rely on 
his judgment, and we appreciate his trust and the great amount 
of time he so freely gives us. 

In closing, | would remind you that your county and state 
auxiliaries are only as alert and enthusiastic as their parent 
medical associations. Auxiliary activity depends solely on your 
leadership and direction. Your Auxiliary does not wish to be 
“out in front,” but rather we are content to be your most ardent 
and resolute followers. I can assure you, without any reserva- 
lions, that you will have the unified support of your Auxiliary 
in any project or program which you wish them to undertake. 
Again, thank you for the privilege of giving this semiannual 
report to you. It has been a pleasure to be with you, 


Introduction of Student A. M. A. Delegates 

The Student A. M. A. delegates, Mr. Hugh C. Follmer, Vice 
President of the student organization, and Mr. Harry D. Wilson 
Jr.. Treasurer, were introduced to the House by the Speaker, 
who stated that Mr. Follmer was from the University of 
Nebraska College of Medicine and Mr. Wilson from the Univer- 
sity of Maryland School of Medicine and College of Physicians 
and Surgeons. 


Presentation of Scroll by Korean Medical Association 
Vice President 
The Speaker introduced Dr. Chung Kuchoong, Vice President 
of the Korean Medical Association and Chairman of the Seoul 
Medical Society, who presented to the Chairman of the Board 
of Trustees, Dr. Gunnar Gundersen, a scroll and the following 
communication: 
To: Chairman 
American Medical Association 
I, on behalf of the members of this association, wish to express my 
heartfelt thanks for your immeasurable contribution for the prosperity of 
this association. 
Sincerely yours, 
LL Sun Yun 
President 
Korean Medical Association 
Introduction of Representative of American Medical 
Society of Vienna 
Dr. M. Arthur Kline, Executive Secretary of the American 
Medical Society of Vienna, Austria, was introduced by the 
Speaker, who stated that Dr. Kline had been of great help to 
members of the American Medical Association visiting in 
Europe. 
Address of the President, Dr. Elmer Hess 


Dr. Elmer Hess, President, delivered his address, which was 
referred to the Reference Committee on Reports of Officers. 
(See Dr. Hess’ address in THe JourNnaL, Dec. 17, 1955, pages 
1545-1547.) 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. Wesley W. Hall, Chairman, Nevada, submitted the fol- 
lowing report, Which was adopted: 

Address of the President: The theme of every address pre- 
sented across the length and breadth of our land by President 
Hess bears additional emphasis. It is, “Doctors take care of 
sick folks, period!” 

Some of the points stressed in this very able address were: 
(1) Complacency should be regarded as our greatest enemy; (2) 
every doctor should learn the wide scope and importance of 
the activities of the American Medical Association as reported 
in THE JOURNAL of the American Medical Association, especially 
the Oct. 29, 1955, issue, pages 878-947; (3) there should be wide 
recognition of the extensive activities of the councils, particu- 
larly the Council on Mental Health; (4) a complete reevaluation 
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of the Social Security program to date should be carried out 
before any new additions are considered; (5) deviation of ethical 
standards should be settled at a local level—these may vary 
somewhat geographically; (6) medical, lay, and other profes- 
sional groups should get together for joint meetings. It is the 
firm belief of President Hess that “reasonable men can sit down 
around a table and settle a problem.” This applies to all our 
controversial issues; and (7) several plans are in contemplation 
to aid in the problem of career medical men for the armed 
torces. 

Your reference committee, with sincere pride, wishes to com- 
mend President Hess for his untiring efforts and his tremendous 
ability in carrying the message of true medicine to all people cf 
this country. We pay tribute to him as a magnificent ambassador 
in interpreting the principles and objectives of the American 
Medical Association and correcting the misunderstandings of 
so many uninformed elements. His philosophy may be embraced 
in these words, “The welfare of the patient supersedes every- 
thing else, and doctors, take care of sick folks, period!” 


Report of the Secretary 

Dr. George F. Lull, Secretary, presented his report (see THE 
JOURNAL, Oct. 29, 1955, pages 878-879), which was referred to 
the Reference Committee on Reports of Board of Trustees and 
Secretary with the exception of the final paragraph of the portion 
entitled, “Actions of the House of Delegates,” which was re- 
ferred to the Reference Committee on Amendments to the Con- 
stitution and Bylaws. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 

Dr. Homer M. Izumi, Chairman, presented the following 
report, which was adopted: 

Membership: Your reference committee is pleased to note the 
continued increase in membership in the American Medical 
Association. The total membership for the year ending June 30, 
1955, of 155,878, represented a gain of 6,567 over the same 
period for 1954. The total number of members at present exceeds 
by several thousand the number reported in any previous year, 
even including years when there were no membership dues. Your 
committee feels this growth is a reflection of the profession's 
approval of the policies of the Association. However, our 
Secretary notes that for 1955 some 7,649 physicians had not 
as yet established their American Medical Association member- 
ship. A list of these physicians has been forwarded to the secre- 
tary of each constituent society, and direct notices have been 
mailed to each of these physicians in order that their American 
Medical Association membership may be preserved. Your 
committee commends this action and urges the cooperation of 
all constituent societies having members in this category. Your 
committee notes that many constituent and component societies 
have cooperated in revising their membership regulations to 
conform with the Association's Constitution and Bylaws. It 
urges those societies which have not done so to make every 
effort to conform with this pattern, 

Actions of House of Delegates at 1955 Annual Meeting: In 
a special letter to the constituent state and territorial medical 
associations, the Secretary called attention, for reference and 
implementation as indicated, to the actions of the House of 
Delegates at its Atlantic City session in June. Of these, Resolu- 
tions No. 71 and No. 27 are significant: 

Copies of Resolution No. 71 on the Draft of Medical Students 
were sent to the President of the United States and to all mem- 
bers of Congress. Briefiy, this resolution protested against the 
drafting of students who interrupted temporarily their medical 
education to become instructors in schools of medicine. The 
national Selective Service System under General Hershey has 
been cognizant of this problem and has requested local boards 
to give careful consideration to the occupational deferment of 
any registrant who becomes a teacher in any of the fields of 
physical and biological science, mathematics, medicine, and 
dentistry. Your committee highly commends this action. 

Resolution No. 27 on Presumption of Service-Connected 
Disabilities was sent to the Administrator of Veterans’ Affairs 
and the chairmen of the appropriate committees of the House 
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and Senate. This resolution placed the American Medical 
Association in opposition to the establishment of “service con- 
nection by presumption” for disability developing after military 
service and, in addition, urged the establishment of service con- 
nection for disability on an individual evaluation based on scien- 
tific medical evidence. 

Field Activity: The Secretary and Assistant Secretary in the 
past year have been even more active than previously in attend- 
ing and addressing medical meetings. Your committee believes 
that this increased activity at its grass roots level is mutually 
beneficial to all members of the profession and to the Associ- 
ation. 

Your reference committee wishes to express for the House 
of Delegates grateful appreciation to our Secretary, to our 
Assistant Secretary and to all personnel of the Association for 
their outstanding service. 


Report of the Board of Trustees 

Dr. Gunnar Gundersen, Chairman, presented the report of 
the Board of Trustees (see THE JoURNAL, Oct. 29, 1955, pages 
879-926), which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary with the following 
exceptions: 

Report of Department of Public Relations, Report of Wash- 
ington Office, and Report of Committee on Legislation to the 
Reference Committee on Legislation and Public Relations. 

Report of Council on Industrial Health, Report of Council 
on Mental Health, and Report of Bureau of Health Education 
to the Reference Committee on Hygiene, Public Health, and 
Industria] Health. 

Report of Council on Rural Health and Report of Council 
on Medical Service to the Reference Committee on Insurance 
and Medical Service. 

Report of Council on National Defense to the Reference 
Committee on Medical Military Affairs. 

Report of Council on Scientific Assembly and of Bureau of 
Exhibits to the Reference Committee on Sections and Section 
Work. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr Homer M. Izumi, Chairman, Hawaii, presented the 
following report, which was adopted: 

Geriatrics: In response to a directive of the House of 
Delegates a Committee on Geriatrics was appointed to function 
under the Council on Medical Service. The broad objective of 
this committee will be to outline basic problems of geriatrics 
and methods for approaching these problems. Your reference 
committee endorses these objectives. 

Resolution on Reimbursement for Collectine American 
Medical Association Dues: This resolution introduced at the 
June meeting in Atlantic City on behalf of the New York 
delegation would direct full reimbursement of constituent soci- 
eties for expenses in collecting and transmitting American 
Medical Association dues. After a discussion of this problem 
with members of the New York delegation and Association 
Officials, it appears that efforts are now being made to effect 
economies in the collection of dues. Therefore, your reference 
committee concluded that the present method of allocation of 
1% of dues is ample to cover expenses. Your committee con- 
curs with the recommendation of the Board of Trustees that 
no changes be made in the present policy. 

Resoluion on Introduction of Committee Reports: This 
resolution, also introduced at the Atlantic City meeting, would 
require all committee reports to be submitted to the Association 
sufficiently early to be transmitted to members of the House not 
less than 30 days prior to the meeting at which they are to be 
introduced, and that all reports not so submitted be deferred 
for introduction until a later meeting unless exception be made 
by a two-thirds vote of the House. The Board of Trustees 
believes the intent of this resolution is sound but that its im- 
plementation is impractical. Your committee is in accord with 
the Board’s opinion on this matter, but would urge all delegates 
to take cognizance of this principle and make every effort to 
comply with its intent. 
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The Journal of the American Medical Association and the 
Specialty Journals: THe JOURNAL continues to expand its activi- 
ties in keeping with the needs and demands of the profession. 
In addition to high caliber scientific articles and abstracts, valu- 
able and interesting information is reported under such titles as 
the President’s Page, the Organization Section, and the Washing- 
ton News. These items, often medicoeconomic in -nature, are 
clearly presented. The articles on Medicine and the Law, Public 
Relations, and Federal Medical Legislation are a few of the 
more recent innovations that your committee commends for 
informative brevity. 

Your committee is pleased to note the continued efforts at 
improvement of the specialty journals, particularly in the 
format, the expanded use of color reproductions, and new 
editorial features. The intensified promotional campaign to gain 
new subscribers for THE JOURNAL as well as the specialty jour- 
nals merits commendation by the House and your committee 
so recommends. 

Registration at Meetings: Your committee is pleased to note 
that substantial economies in the operation of the Registration 
Bureau have been accomplished, and wishes to compliment the 
Director and the Registration Bureau for their efficient manage- 
ment. 

Library and Standard Nomenclature of Diseases and 
Operations: Your committee notes with satisfaction that the 
profession is continuing to make substantial use of the library 
facilities of the Association. 

The Standard Nomenclature of Diseases and Operations is 
now being used in almost 85% of the nation’s hospitals. Your 
committee is pleased to note the increasing popularity of the 
Nomenclature in doctors’ offices and clinics. It commends the 
Association’s sponsorship of the several institutes held for 
medical record librarians and medical office personnel during 
the year. Your committee, aware of the need for improving the 
precision and uniformity of medical terminology, urges that 
further institutes be sponsored on a regional basis if possible. 

Today's Health: Your committee is pleased to note great 
improvement in Today’s Health from the standpoint of appear- 
ance, content, and salability. The average net paid circulation 
for the first six months of 1955 was the highest figure ever 
established for the magazine. This gain has been largely due 
to “Operation MD-DDS” of the medical society auxiliaries. 
Your committee takes this opportunity to recognize and come 
mend this splendid contribution of our Woman’s Auxiliary, and 
urges the support of all component and constituent societies in 
the current project of obtaining 63,000 new subscriptions by 
May, 1956. 

Report of Law Department: This is the first report of the 
Law Department, which was established last year. The Depart- 
ment has continued the medicolegal services rendered by the 
former Bureau of Legal Medicine and Legislation and has initi- 
ated new programs that should be of substantial value to the 
public and to the medical profession. In addition to their 
regular legal duties, members of the staff serve as secretaries or 
liaison personnel to various councils or committees, and this 
arrangement has resulted in the elimination of duplication, and 
has increased efficiency. These staff members are available to 
answer legal questions of councils or committees and to assist 
in the preparation of statements of policy involving legal issues. 

The Department has established contact with executive secre- 
taries and legal counsel for state medical societies. It has also 
assisted in the preparation of articles and editorials having legal 
implications. The Department has started an extensive survey 
dealing with professional liability. In collaboration with the 
Committee on Medicolegal Problems, intormation is being 
assembled on experiences in group professional liability in- 
surance coverage, and claims prevention programs. Your com- 
mittee is mindful of the importance of these surveys and urges 
the cooperation of the medical protession. 

The Department has continued to promote periodic joint meet- 
ings between physicians and lawyers at which subjects of mutual 
interest are explored. This is a healthy development that should 
be encouraged by national, state, and local medical and legal 
organizations. Three American Medical Association regional 
medicolegal symposiums have been held in which the response 
has been very gratifying. It is hoped that meetings of this type 
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will be sponsored annually in cooperation with the American 
Bar Association. Your committee agrees such joint meetings can 
be effective in reducing areas of misunderstanding that exist 
between the medical and legal profession and can do much to 
assure the proper administration of justice in medicolegal cases. 
Your committee highly commends the Law Department for its 
accomplishments during the first year of its existence. 

Miscellaneous Reports: Your reference committee carefully 
considered the reports of the Committee on Medicolegal Prob- 
Jems, Committee on Pesticides, Committee on Toxicology, 
Committee on Research, Committee on Cosmetics, Council on 
Pharmacy and Chemistry, Council on Rehabilitation, Council 
on Foods and Nutrition, and Bureau of Investigation. In the 
opinion of your committee the work of these groups has been 
carried on actively and in the best interests of the profession. 
The termination of the seal-acceptance program has allowed 
many of these groups to broaden their scope and to improve 
their service to the public and the profession. 

Report of Bureau of Medical Economic Research: This 
Bureau continues to provide accurate data on medicoeconomic 
problems, and is now undertaking a study of the totality of 
services which physicians render to the American people. An 
interesting sidelight of this study is from Bulletin 97, “Ages 
and Sex Distribution of Hospital Patients,” where an unexpected 
excess of male patients in American hospitals is reported. These 
studies reveal that federal hospitals account for this excess. 

Your committee commends the Bureau in its active participa- 
tion in support of the Jenkins-Keogh type of bills and the con- 
cept of voluntary retirement plans for the self-employed. 

Your committee recommends that the scientific and factual 
reports of this Bureau should be made available in popular and 
nontechnical language for the enlightenment of the general 
public on medicoeconomic problems and further recommends 
to the Board of Trustees that it give careful consideration to 
this recommendation. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Paul A. Davis, Chairman, Ohio, presented the following 
report, which was adopted: 

Department of Public Relations, Washington Office, and 
Committee on Legislation: Your reference committee commends 
the directors of the Department of Public Relations, the Wash- 
ington Office, and the Committee on Legislation for their fine 
reports. Your committee does, however, desire to make the 
tollowing comment concerning “Title III, S. 886,” which reads: 

This title of the administration’s omnibus health bill would authorize 
the appropriation of 17 million dollars in gradually increasing annual 
amounts over a five year period, as grants-in-aid to the states for the 
vocational training Of practical nurses. The federal share of approved 
projects would be 75° the first and second years and 50% in the 
remaining three years. The program would be carried out through state 
boards of vocational education. The position of the Association was 
one of Opposition to the underlying theory of the bill. This position was 
presented by Dr. Cleon A. Nafe before the Subcommittee on Health 
of the Committee on Labor and Public Welfare of the Senate on April 
14, 1955. The position was taken because of the belief that it was neither 
necessary nor wise tor the federal government to enter the area of 
State responsibility for vocational education unless an emergency were 
clearly demonstrated. The Association urged a fact-finding survey, 

While your committee feels that there is a shortage of nurses, 
at the same time it is convinced that there are available funds 
for this purpose at the local and state levels, already supported 
under the Vocational Education Act, and therefore recom- 
mends that vocational training of practical nurses be encouraged 
by the state medical secieties. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH AND INDUSTRIAL HEALTH 


Dr. L. Howard Schriver, Chairman, Ohio, presented the 
following report, which was adopted: 

Report of Council on Industrial Healih: Your committee 
approves that portion of the report dealing with workmen’s 
compensation in its entirety, with one change in verbiage in 
point 4 under the heading, “Statutory Provisions,” which reads 
“able” and is changed to “qualified.” 
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Your committee approves all of the following items in the 
report: Medical Relations in Workmen's Compensation, in- 
cluding the Medical Profession’s Interest in Workmen's Com- 
pensation; Goals of Workmen’s Compensation; Implementation 
of These Goals; Rehabilitation of the Occupationally Disabled: 
Statutory Provisions; Planned Cooperation from the Medical 
Profession; Role of Individual Physician; Administrative Super- 
vision; and Indemnity. 

Your committee also approves all of the following items in 
the report: Medical Rating of Physical Impairment; Progress 
of Preventive Medicine in Industry; Local or Community 
Approach to Industrial Health Problems; Medical Care for 
Industrial Workers; Improved Educational Standards; Scientific 
Development; and Interprofessional Relations. 

You will note your reference committee did not take any 
action on that portion of the report having to do with the 
“Evaluation of Management and Union Heaith Centers” be- 
cause your committee believes this portion of the report was 
specifically considered by the Reference Committee on In- 
surance and Medical Service. 

Your committee considered Supplementary Report of the 
Board of Trustees J, on “Physician Selection in Workmen's 
Compensation,” which was pertinent to the Council on Industrial 
Health, and your commitiee approves this recommendation with 
the exception of the change in verbiage as above stated from the 
word “able” to “qualified.” 

Your committee compliments the Council on Industrial 
Health for its excellent and comprehensive report, which was 
prepared by Dr. Carl M. Peterson, Secretary, prior to his tragic 
death. 

Report of the Council on Mental Health: Your committee 
approves the report of the Council on Mental Health, which 
embraces the following items for action and consideration: 
Conference of Mental Health Representatives of State Medical 
Associations; Joint Commission on Mental Illness and Health, 
Inc. (except for an error in the last paragraph, corrected to 
read October, 1956, instead of October, 1955, as printed): 
Committee on Alcoholism: Mass Mediums: Headquarters; and 
Future Plans. 

This approval is with the exclusion of that portion of the 
report on “Licensure or Certification of Clinical Psychologists,” 
which your committee considered in Supplementary Report of 
Board of Trustees O, on “Clinical Psychologists.” 

Report of the Bureau of Health Education: Your committee 
approves this report in its entirety and wishes to direct your 
attention to the many ramifications of the interests and func- 
tions of the Bureau, such as Loan Collections; Manuscripts, 
Book Reviews, etc.; Radio and Television; Radio and Television 
from Clinical and Annual Meetings; Local Broadcasts: Health 
and Physical Fitness Division; Bureau Publications: Meetings 
and Conferences; Cooperative Relationships; and Joint Com- 
mittee on Health Problems in Education. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Lewis A. Alesen, Chairman, California, read the follow- 
ing report, which was adopted: 

Report of Council on Rural Health: Wt is noted that the 
Council on Rural Health has been very active at the grass roots 
level as well as in constituent and component societies through 
its regional directors and their assistants. With the country di- 
vided into nine regions and programs suggested to fit the particu- 
lar requirements of the rural dwellers in those regions, much 
has been accomplished in the organization and sponsorship of 
health conferences and in the participation in other activities 
of the farm organizations. It is particularly commendable that 
this program has been presented in such a manner as to promote 
active cooperation between the medical profession and the in- 
dividuals and farm groups. As a result of these activities, the 
Council notes rapidly increasing good will and requests for 
further service. This ts public relations of a practical kind and 
of inestimable value. 

Report of Council on Medical Service: in this compact 
report is found a story that cannot be epitomized because it 
represents pure essence of devoted service and constant and 
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unceasing activity with tenacity in working toward the stated 
goals. It is to be observed that the Council on Medical Service 
during the past year has worked on over 60 projects, with 20 
projects completed during the past year. 

Note: The report of the reference committee on the item 
entitled Guiding Principles for Evaluating Management and 
Union Health Centers, in the report of the Council will be found 
following Resolution No. 26.—Eb. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 


Dr. Charles H. Richardson Sr., Georgia, presented the follow- 
ing report, which was adopted: 

Your reference committee has carefully reviewed the annual 
report of the Council on National Defense. The committee notes 
that the Council has establighed a Committee on Military 
Medical Affairs and a Committee on Civil Defense and com- 
mends the Council for taking this logical and appropriate action. 
Your reference committee is in accord that the major responsi- 
bilities of the Council can be discharged more effectively and 
expeditiously through these committees. 

The committee notes with satisfaction that the Council has 
taken cognizance of a major problem of the armed forces, 
namely, the provision for a career incentive program for medical 
Officers. It is abundantly apparent that the career service must 
be made attractive and that an adequate corps of career medical 
officers must be recruited and retained if the medical services 
of the armed forces are to flourish and the “Doctor-Draft” law 
not be further extended. It is recalled that this House of Dele- 
gates at the Atlantic City Annual Meeting, June, 1955, expressed 
an urgent need to fortify a career incentive program for medical 
officers and urged that the Department of Defense take approprt- 
ate action. We note with admiration and satisfaction that 
President Elmer Hess in his address before this assembly at its 
Opening session stated that the problem was critical and sug- 
gested positive leadership by the American Medical Association 
in solving this important problem. The Council report discloses 
that 48% of the authorized regular medical officer positions 
are unfilled, which depicts the current status of this problem. 
[he proposed career incentive program tor medical officers 
recently promulgated by the Department of Defense is quite 
obviously a positive step in the right direction and is endorsed 
in principle. Some of the requirements listed in the Council 
report are incorporated in the proposed program. They would 
seem to correct some of the gross inequities of the current situ- 
ation. Your reference committee urges that the American 
Medical Association through its Board of Trustees and Council 
on National Defense actively cooperate with the Department 
of Defense and offer such assistance as is necessary to imple- 
ment this program both legislatively and administratively. 

Your committee noted with interest the activities of the 
Council on National Defense in maintaining liaison with physi- 
cians in the armed services. This action is a most desirable 
service carried on by monthly articles prepared by the Council 
and published in the U. §8. Armed Forces Medical Journal. 
Appreciation is expressed to the Department of Defense for its 
cooperation and active participation in permitting these com- 
munications to be published. The Council also should be com- 
mended for its efforts in this connection. 

Your reference committee endorses the action of the Ameri- 
can Medical Association through its Council on National De- 
fense in conducting, on a continuing basis, a survey of dis- 
charged medical personnel. This survey provides valuable 
information on the utilization of physicians in unitorm and 
supplies information of value to the military medical services. 
In connection with this survey, assistance is furnished to physi- 
cians being released from active military service by providing 
information on available civilian positions. The favorable re- 
sponses and high participation of the physicians clearly indicates 
that the program is worthwhile and forms the basis for your 
committee’s endorsement. These services provide a vehicle for 
contact with the military physicians and gives evidence of the 
over-all interest of the American Medical Association. 

Your reference committee noted with interest that portion of 
the report pertaining to medical care for dependents of Service 
personnel. An active discussion took place on this subject with 
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comments from a large array of interested physicians in attend- 
ance. It is concluded that the Board of Trustees is completely 
cognizant of the problem and has taken a very active role in 
negotiating with the Department of Defense along the lines of 
obtaining a solution through an acceptable prepaid medical care 
program and utilization, where feasible, of civilian practitioners 
and civilian medical treatment facilities. 

Your reference committee notes with satisfaction the two civil 
defense meetings held annually by the Council on National De- 
fense and commends its Committee on Civil Defense together 
with the Council staff for the effective manner in which the 
medical activities of civil defense are made an important and 
continuing aspect of medical practice. With the contemplated 
delivery of 200-bed emergency Civil Defense hospitals to local 
communities, your reference committee urges that state and 
county medical societies give renewed interest and emphasis to 
the importance of local participation in Civil Defense training 
and the furnishing of medical leadership in solving the problems 
of community disaster medical care. 


REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 


Dr. Gilson Colby Engel, Chairman, Pennsylvania, read the 
following report, which was adopted: 

Report of Council on Scientific Assembly: The report of the 
Council on Scientific Assembly shows that it held five meetings 
during the past year and discussed many problems confronting 
it, such as publication of scientific exhibits, attendance at section 
meetings, deadline for requests to read section papers, requests 
for new sections, and the setting up of a panel on mental health. 
It also changed the personnel of the Fracture Committee and 
considered the Ciba reports and closer affiliation with the sec- 
tions, and elected a new chairman, Dr. Alphonse McMahon of 
St. Louis, to replace Dr. Henry R. Viets of Boston, who re- 
signed. Dr. Viets served faithfully and energetically for eight 
years. 

The Council reported also on the very successful Miami 
Clinical Meeting and the Atlantic City Annual Meeting. Both 
meetings had excellent presentations and large attendance, at 
both the official presentations and the scientific exhibits. Your 
reference committee wishes to commend this Council for its 
excellent work under the leadership of Dr. Henry R. Viets, who 
has served the Council and the American Medical Association 
for many years with devotion, bringing inspiration and imagina- 
tion to the many programs he has supervised. This has been a 
service to the Association and the doctors but above all an 
outstanding health service to the people of America. Your refer- 
ence committee congratulates the Council on the election of 
Dr. Alphonse McMahon as the new chairman and knows he will 
bring vision and leadership to the Council. 

Report of Bureau of Exhibits: The report of the Bureau of 
Exhibits showed it to be exceedingly active in preparation for 
the clinical and annual meetings under the Council on Scientific 
Assembly. It has developed 47 exhibits for loan which portray 
various phases of activities in which the various departments 
of the Association have become interested. Two hundred sixty- 
seven requests were complied with representing 11,881 exhibit 
days. The Bureau has exhibited medical exhibits at 15 state 
medical society meetings and at meetings of 20 scientific or- 
ganizations allied with medicine. It has participated in health 
exhibits, and with the Dade County Medical Society of Florida 
cosponsored a wonderful Health Fair in Miami which attracted 
43,000 people in four days. The Bureau has also been actively 
cooperating with various health museums over the country in 
the interest of better health education to lay groups. 

The Committee on Motion Pictures and Medical Television 
reports that the Film Library, with 14 new additions, total 563 
copies of 123 tithkes—3,141. Loans were made to different 
groups. The Committee also reviewed 81 films dealing with 
medicine, and 73 of these reviews have been published in THE 
JOURNAL. There has been a growing interest in films and tele- 
vision, and this Committee is keeping abreast of the changing 
times and the lay and professional demands. The Committee is 
to be congratulated for its constructive contribution. 
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The Bureau of Exhibits has made an outstanding contribution, 
and your reference committee feels it should be congratulated 
on a job well done for the profession and in the interest of better 
health for the citizens of America. 


Supplementary Reports of the Board of Trustees A-W 

Supplementary reports of the Board of Trustees were pre- 
sented to the House by members of the Board as follows: Supple- 
mentary report A by Dr. Leonard W. Larson: D by Dr. Thomas 
P. Murdock: F by Dr. James R. McVay; G by Dr. Julian P. 
Price; J by Dr. James R. Reuling; K by Dr. Edwin S. Hamilton: 
and the remainder by Dr. Gunnar Gundersen, Chairman. The 
reports were referred by the Vice Speaker to reference com- 
mittees as indicated at the beginning of each report. 


A. PROGRESS REPORT OF COMMISSION ON MEDICAL 
CARE PLANS 
Supplementary report A was referred to the Reference Com- 
mittee on Insurance and Medical Service. 


Nore: The Progress Report of the Commission on Medical 
Care Plans was printed in THE JouRNaAL, Dec. 3, 1955, pages 
1370-1379.—Ep. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Lewis A. Alesen, Chairman, California, read the follow- 
ing report, which was adopted: 

Supplementary Report A on Progress Report of Commission 
on Medical Care Plans: While this is a progress report, your 
reference committee wishes to direct attention to the meticulous 
and painstaking manner in which the material has been assem- 
bled and reduced to charts which are easily understandable with 
a text packed full of most useful information. This excellent 
work is to be most highly commended. 


B. SociaL SECURITY COVERAGE OF PHYSICIANS 


Supplementary report B was referred to the Reference Com- 
mittee on Legislation and Public Relations. 


In accordance with the recommendation made by the House 
of Delegates at the Atlantic City meeting, the Board of Trustees 
prepared a statement for the purpose of acquainting the physi- 
cians of the country with the reasons why the American Medical 
Association is opposed to compulsory inclusion of physicians 
under the Federal Old-Age and Survivors Insurance program. 
So as to give wide publicity to the statement, it was published 
in THE JouRNAL of the American Medical Association, Nov. 26, 
1955, page 1302. 


Note: Because of the prior publication of the statement con- 
tained in Supplementary report B, it is not reproduced in this 
abstract but will be included in the official Proceedings.—Ep. 


REPORT ON REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Paul A. Davis, Chairman, Ohio, read the following 
report, which was adopted after amendment of the substitute 
resolution offered therein: 


Your committee has considered supplementary reports B, M. 
and U, and Resolutions No. &, 9, 30, and 35, and submits as a 
substitute one resolution combining the intent of all: 

WHereEAS, The Old-Age and Survivors Insurance section of the Social 
Security Act has become an important source of retirement and survivors’ 
security for the American people, and Social Security payments represent 
an important element of personal income in the national economy; and 

Wuereas, Liberalizing amendments to the Social Security Act have been 
so frequently enacted in election years as to justify the inference that 
political expediency rather than sound public policy was their motivation: 
and 

Wuereas, The Social Security Amendments of 1955 (H.R. 7225, 84th 
Congress), now pending before the Committee on Finance of the United 
States Senate, are a typical example of an irresponsible political approach 
to amendment of the Social Security Act, in that this measure was con- 
ceived in secret in the Committee on Ways and Means, adopted in brief 
executive session without public hearings despite the request of many 
witnesses to be heard, rushed to the floor of the House of Representatives 
before the report of the Committee on Ways and Means was available, 
pressured through the House by a maneuver which by-passed the Com- 
mittee on Rules, permitted no amendments, and allowed only 40 minutes 
of debate: and 
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WHEREAS, This measure includes sections which would authorize pay- 
ment of federal cash disability benefits to selected individuals under the 
Old-Age and Survivors Insurance section of the Social Security Act as a 
matter of statutory right and without regard tor the need of these indi- 
viduals for cash assistance, and such cash benefits contingent on continued 
disability are Known to be contrary to sound medical practice in the 
treatment and rehabilitation of the physically and mentally disabled; and 

WHEREAS, The American system of the private practice of medicine, 
keeping inviolate the physician-patient relationship, has brought to the 
American people the world’s highest standard of medical care, any inter- 
ference by a third party, government or private, with the physician-patient 
relationship wili destroy the principle on which our successful system of 
medical care has been built and will lead inevitably to the deterioration of 
the quality of medical care available to the American people; and 

WHEREAS, There has never been an adequate, objective, unbiased study 
of the mature, cost, and scope of the Old-Age and Survivors Insurance 
section of the Social Security Act and its economic, social, and political 
impact on the American people; therefore be it 

Resolved, That the American Medical Association reiterate in the strong- 
est possible terms its determination to resist any encroachment on the 
American system of medical practice which would be detrimental to our 
patients, the American people; and be it further 

Resolved, That the American Medical Association urge and support 
the creation of a well-qualified commission, governmental, private, or 
both, to make a thorough, objective, and impartial study of the economic, 
social, and political impact of Social Security, both medical and other- 
wise, and that the facts developed by such a study should be the sole 
basis for objective. nonpoiitical improvements to the Social Security Act 
for the benefit of all of the American people; and be it further 

Resolved, That the American Medical Association pledges its whole- 
hearted cooperation in such a study of Social Security in the United 
States, and will devote its best efforts to procuring and providing full 
information on the medical aspects of disability, rehabilitation, and med- 
ical care of the disabled; and be it further 

Resolved, That copies of this resolution be transmitted to the President 
of the United States, to all members of the Cabinet, to all members of 
the Congress, and to all constituent state medical associations, 


C. State JOURNAL ADVERTISING BUREAU 

Supplementary report C was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

At its November, 1955, meeting the Advisory Committee to 
the State Journal Advertising Bureau recommended that the 
Bureau be separated from the American Medical Association 
and be given full autonomy. The Board of Trustees agrees with 
this recommendation and feels that the Advertising Bureau has 
reached a point where it can and should carry on its business 
as a Separate entity. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Homer M. Izumi, Chairman, Hawaii, presented the 
following report, Which was adopted: 

Supplementary Report C on State Journal Advertising Bureau: 
Your committee concurs in the recommendation of the Board 
of Trustees and recommends that it be adopted. 


D. CouNciL ON Puysics 

Supplementary report D was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

Following the Atlantic City meeting in June, 1955, a thorough 
review and study was made of the report of the Special Commit- 
tee on Rehabilitation and the recommendation adopted by the 
House of Delegates, i. e.: 

“, . . that (1) the Council on Physical Medicine and Rehabilitation 
be renamed the Council on Rehabilitation; (2) that it be reorganized 
so that all branches of medicine interested in the broad field of reha- 
bilitation shall be represented in the membership of the Council, and 
(2) that a committee be appointed to carry on activities in the field 
of apparatus, instruments and devices. 


The Committee on Scientific Councils met with representatives 
of the former Council on Physical Medicine and Rehabilitation 
and other interested individuals of the several councils of the 
Association whose work in any way touches on rehabilitation. 
It was the consensus of all that it would be advisable to estab- 
lish a Council on Medical Physics, instead of a Council on 
Rehabilitation. The functions of the proposed Council would be 
to “carry on activities in the field of apparatus, instruments, and 
devices.” It is believed that rehabilitation problems should be 
assigned to an interassociation liaison group, with representation 
from all interested American Medical Association councils and 
committees dealing with the subject. 
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The Board of Trustees is in agreement with the recommenda- 
tions of its Committee on Scientific Councils and submits them, 
with its approval, to the House of Delegates for action. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Homer M. Izumi, Chairman, Hawaii, read the following 
report, which was adopted: 

Supplementary Report D on Council on Medical Physics: 
Your committee has carefully considered this report and ap- 
proves the establishment of such a council. However, while 
the committee believes the name “Medical Physics” is subject 
to misinterpretation it was unable to suggest a more appropriate 
name and therefore recommends adoption of this title. 

With regard to the rehabilitation problem, your committee 
recommends the rewording of the next to the last sentence of 
the report. The word “intra-association” in place of “inter- 
association” and the addition of the word “sections” after the 
word “councils,” which would make this sentence read as 
follows: “It is believed that rehabilitation problems should be 
assigned to an intra-association liaison group with representa- 
tion from all interested American Medical Association councils, 
sections, and committees dealing with the subject.” 


E. History OF MEDICINE SECTION 

Supplementary report FE was referred to the Reference Com- 
mittee on Sections and Section Work. 

Resolution No. 24 requesting a study of the feasibility and 
the desirability of a Section on the History of Medicine in the 
Scientific Assembly of the American Medical Association, in- 
troduced at the June, 1955, meeting, was referred by the Board 
of Trustees to the Council on Scientific Assembly. The Council 
reported that there have been three sessions on this subject in 
the Section on Miscellaneous Topics at Association meetings 
and the attendance was small at each one. In 1947 there were 
S50 persons present and, in 1948, 30 persons. It recommended, 
therefore, that a Section on the History of Medicine be not 
established but that time be granted for a Session on the History 
of Medicine in the Section on Miscellaneous Topics from time 
to time. 

The Board of Trustees adopted the recommendation of the 
Council on Scientific Assembly and submits it to the House of 
Delegates for consideration and action, 


REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 


Dr. Gilson Colby Engel, Chairman, Pennsylvania, presented 
the following report, which was adopted: 

Supplementary Report E on History of Medicine Section: 
Your reference committee considered supplementary report of 
the Board of Trustees E dealing with the History of Medicine 
Section. This concerned itself with the establishment of a 
Section on the History of Medicine. Your committee, because 
of statistics of the past showing poor attendance at such sessions, 
recommends that a Section on the History of Medicine be not 
established at this time, but that consideration should be given 
for a session on the History of Medicine in the Section on 
Miscellaneous Topics from time to time, 

F. RESOLUTION ON MEDICAL PRACTICES 

Supplementary report F was referred to the Reference Com- 
mittee on Insurance and Medical Service. 

At its meeting in Atlantic City in June, 1955, the House of 
Delegates approved in principle Resolution No. 41, calling for 
the creation of a subcommittee to work on a relative value scale, 
the adoption of a program of public education on the value of 
diagnostic and medical work, the encouragement of specialty 
boards in medicine to reappraise regulations restricting the 
practice of board diplomates and the discouragement of arbi- 
trary restrictions by hospitals against general practitioners. The 
resolution further requested the House of Delegates to ask the 
American Hospital Association to request boards of trustees of 
hospitals to refrain from demanding that medical staff members 
submit to an audit of their books for the purpose of detecting 
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fee splitting and that the hospital association be assured that 
medicine is ready and able to solve satisfactorily its own 
problems. 

The resolution was referred by the Board of Trustees to the 
Judicial Council, which agreed that the programs suggested in 
the resolution do not in any way conflict with established ethi- 
cal policies of the Association and may be properly undertaken 
by the Board. The resolution was then referred to the Council 
on Medical Service. The Council submitted the following re- 
port, which was accepted by the Board for transmittal to the 
House of Delegates: 


—_ 


. Since there are at least three experiments. other than that of the 
thoracic surgeons. concerned with developing relative value sched- 
ules now in process, the Council believes these should be reviewed 
before any subcommittee “...to work on a relative value scale...” 
is created; 


With reference to “. . . a program of public education . .. on the 
value of diagnostic and medical work . ) increase the public's 
appreciation of non-surgical work “, the Council suggests that 
all nonsurgical groups be asked for their suggestions and coopera- 
tion in carrying out such a public education program: 


» 


The Council is in full accord with the suggestion relative to a 
reappraisal of the practice restrictions of the various specialty 
boards; 


The Council is also in accord with the recommendation that the 
American Medical Association should continue to discourage arbi- 
trary restrictions by hospitals against general practitioners; and 
finally 


The Council concurs in the statement that organized medicine is 
ready, willing, and abie to soive satisfactorily its own problems. 
and such assurance should be given to the American Hospital Asso- 
ciation or any other group concerning itself with such problems. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Lewis A. Alesen, Chairman, California, read the follow- 
ing report. which, after amendment of the substitute resolution 
by the addition to the last “resolved” of the words, “and promptly 
to the editor of each state medical journal.” and further amend- 
ment by the insertion at the beginning of the fifth “resolved” of 
the phrase, “subject to review by counsel of the Association,” 
was adopted: 

Supplementary Report of Board of Trustees F and Resoiu- 
tions No. 11, 12, 20, and 28; Because each of these resolutions 
and the report to the Board of Trustees of the Committee on 
Medical Practices (Truman committee) all dealt with the same 
general subject. they were discussed as one subject, and the vari- 
ous speakers referred to the several resolutions and to the report 
of the special committee frequently during the discussion. Foriy- 
four speakers addressed themselves to this problem and while. 
as stated above, there was some difference of Opinion on the 
part of a small minority, at the end of the discussion there 
seemed to be unusual agreement on fundamental principles and 
the objectives to be achieved by the resolutions presented. Con- 
sequently, your reference committee will present Supplemen- 
tary Report F of the Board of Trustees with only one madi- 
fication and a recommendation that, as amended, it be approved. 
This modification consists in the deletion of the first numbered 
paragraph, which reads: “Since there are at least three experi- 
ments, other than that of the thoracic surgeons, concerned with 
developing relative value schedules now in process, the Council 
(on Medical Service) believes these should be reviewed before 
any subcommittee *. ... to work on a relative value scale . . .’ 
is created”; 

Resolutions No. 11, 12, 20, and 28 all deal with the same 
subject and each of these resolutions emphasizes some special 
phase. After careful consideration your committee presents the 
following substitute resolution: 

WHEREAS, The report of the Committee on Medical Practices was pre- 
sented to this House of Delegates in June, 1955, in which the committee 
has completed its intensive siudy of the basic causes leading to certain 
unethical practices and to unfavorable publicity; and 

WHEREAS, The findings and recommendations of this committee deserve 
intensive study by the physicians of this country and by the American 
Medical Association, who should consider their rather wide ramifications 
and the feasibility of their practical application; and 

WHEREAS, The House of Delegates of the American Medical Association 
in 1947 resolved that “It was never intended that staff appointments in 


hospitals generally, or even in hospitals approved for residencies, should 
be limited to board certified physicians as is now the policy in some 
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hospitals. Such policies. if practiced extensively, are detrimental to the 
health of the people and therefore to American medicine. Hospital staff 
appointments should depend on the qualifications of physicians to render 
proper care to hospitalized patients as judged by the professional staff 
of the hospital and not on certification or special society membership.”’; 
now therefore be it 

Resolved, That a Continuing Committee on Medical Practice be created 
in the American Medical Association to conduct a study of the relative 
value of diagnostic, medical, and surgical services and to report its find- 
ings and recommendations to this House in the same manner as is now 
tollowed by other committees and councils of the Association; and be 
it further 

Resvived, That this committee shall consist of five members of the 
House appointed by the Speaker, three of whom shall be general prac- 
titioners; the terms of the members of this committee shall ultimately be 
three vears, arranged at the discretion of the Speaker in his original and 
Subsequent appointments so that these terms shall be staggered; and be 
it further 

Resolved, That this committee be directed to utilize all possible means 
to stimulate the formation of a departmeni of general practice in each 
medical school; and be it further 

Resoived, That the American Medical Association approve of the 
medical school teaching programs which aflord the medical student oppor- 
tunity for experience in the general practice of medicine; and be it further 

Resolved, That, subject to review by counsel of the American Medical 
Association, the representatives of the Association on the Joint Commis- 
sion on Accreditation of Hospitals be instructed to stimulate action by 
that body leading to the warning, provisional accreditation, or removal 
of accreditation of community or general hospitals which exclude or 
arbitrarily restrict hospital privileges for generalists as a class regardiess 
of their individual professional competence, after appeal to the Com- 
mission by the county medical society concerned; and be it further 

Resolved, That this committee cooperate in every way and assist the 
Public Relations Depariment of the American Medical Association to 
present a program of public education designed to bring about a better 
undersianding of all fields of medical practices: and be wt turther 

Resolved, That this committee use its full influence to discourage any 
arbitrary restrictions by hospitals against general practitioners as a group 
or as individuals: and be it further 

Resolved, That a copy of this resolution be sent to the American 
College of Surgeons, the American College of Physicians, the American 
Academy of Pediatrics, the American Academy of Obstetrics and Gyne- 
cology, the American Academy of General Practice, the American Hospital 
Association, the Catholic Hospital Association, the American Protestant 
Hospital Association, the chief of staff of every hospital in the United 
States and its territories, the deans of each medical school, and promptly 
to the editor of each state medical journal. 


G. IMMUNE GLOBULIN: (HUMAN) 

Supplementary report G was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

At its meeting in Atlantic City in June, 1955, the House of 
Delegates approved Resolution No. 42, which on the basis ot 
disapproval by the Council on Pharmacy and Chemistry as well 
as producers of immune globulin (Human) advocated changing 
the name of this product from “Poliomyelitis Immune Globu- 
lin (Human)” to its earlier designation of “Immune Globulin 
(Human).” The Board of Trustees referred the resolution to the 
Council on Pharmacy and Chemistry for its official attitude 
toward the designations mentioned therein and received the fol- 
lowing memorandum: 


The designation “Immune Serum Globulin (Human), not ‘Immune 
Globulin (Human)’ is the correct U. §. P. terminology for the nonstand- 
ardized measles prophylactic which is commonly referred to in the litera- 
ture as gamma globulin. On the other hand, gamma globulin which is 
standardized for polio antibody content has been given the more specific 
designation “Poliomyelitis Immune Globulin (Human) by the National 
Institutes of Health of the Public Health Service. The latter is recognized 
for use in the passive immunization of poliomyelitis. Thus although both 
preparations are gamma globulin and have some features in common, 
different names appear necessary to distinguish the polio-standardized from 
the nonstandardized product. If there was a suitable laboratory method 
for standardizing gamma globulin for measles antibody, such a preparation 
could then be specifically designated as ‘Measles Immune Globulin 
(Human) instead of “Immune Serum Globulin (Human). The chiet 
purpose of affixing a specific designation for the polio material apparently 
is to avoid the unwarranted use of nonstandardized gamma globulin for 
passive immunization against poliomyelitis. In summary, the Council has 
agreed with the National Institutes of Health that the distinctive desig- 
nation ““Pohomyelitis Immune Globulin (Human)" should be applied to a 
product which is promoted for passive immunization against poliomyelitis 
and standardized for polio antibody content. Accordingly, the Council 
has recognized this terminology as being appropriate. 


The Board of Trustees wishes to refer this memorandum 
from the Council on Pharmacy and Chemistry to the House of 
Delegates for appropriate action with respect to the nomencla- 
ture of the product in question. 
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REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


Dr. L. Howard Schriver, Chairman, Ohio, read the follow- 
ing report, which was adopted: 

Supplementary Report Gon Immune Globulin (Human): 
Your committee, after hearing many witnesses, approved this 
report, but recommends, however, a change in the nomencla- 
ture from “Poliomyelitis Immune Globulin (Human)” to “Polio- 
myelitis Standardized Immune Globulin (Human)” to differen- 
tiate nonstandardized globulin which is used in the treatment 
of measles. 


H. COMMISSION ON CHRONIC ILLNESS NEWSLETTER 

Supplementary report H was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

In June, 1956, the Commission on Chronic Hlness will have 
completed the task assigned to it. The American Medical Asso- 
ciation, in an effort to carry on the excellent work of the com- 
mission in the field of chronic illness, offered to continue the 
Newsletter distributed by that agency, and the offer was accented 
by the Commission. The Newsletter will continue to follow the 
pattern set by the commission and will be under the auspices 
of the Council on Medical Service. The Council will be assisted 
by an editorial committee. It is hoped that those who receive 
the Newsletter will find it as interesting and useful as in the past. 


REPORT OF RFFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEFS AND SECRETARY 


Dr. Homer M. Izumi, Chairman, Hawaii, submitted the fol- 
lowing report, which was adopted: 

Supplementary Report H on Commission on Chronic Illness 
Newsletter is purely informative and your reference committee 
recommends its acceptance. 


I. IMPROVEMENT IN Patienr Care 

Supplementary report 1 was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

At a meeting of the Health Resources Advisory Committee, 
the following resolution was adopted and referred to the Board 
of Trustees for consideration and action: 

Wuereas, The medical profession recognizes the tremendous advances 
which have been made in the improvement of patient care through new 
scientific knowledge and skills, particularly in medicine: and 

WHEREAS, These advances have increased the complexity of problems 
regarding the utilization of skilled personnel and hospital services; and 

WHEREAS. These advantages should be utilized for the improvement of 
the care of patients; therefore be it 

Resolved, That the physicians of the United States accept the responsi- 
bility of doing everything possible to improve patient care, cooperate with 
all groups involved in improvement of patient care, and accept the re- 
sponsibility for providing the necessary leadership for establishing Joint 
Committees tor the Improvement of the Care of the Patient at state and 
local levels. 


The resolution was approved by the Board of Trustees for 
referral to the House of Delegates for its action. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


Dr. L. Howard Schriver, Chairman, Ohio, read the following 
report, which was adopted: . 

Supplementary Report 1 on Improvement in Patient Care: 
Supplementary report | of the Board of Trustees originated at a 
meeting of the Health Resources Advisory Committee of the 
Office of Defense Mobilization. Your committee recommends 
that the resolution contained in this report be referred back to 
the Board of Trustees for definition and clarification of what 
groups will constitute the joint committee, and recommends con- 
sultation with representatives of the College of American 
Pathologists, 
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J. PHYSICIAN SELECTION IN WORKMEN'S COMPENSATION 


Supplementary report J was reterred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

The following recommendation with respect to physician 
selection in workmen's compensation was made by the Council 
on Industrial Health and received the approval of the Board 
of Trustees: 

“. . . that the appropriate official medical organizations in each work- 
men’s compensation jurisdiction examine and, where mecessary, seek 
adoption of statutory provisions to the end that all patients subject to 
workmen’s compensation laws have the right to accept physicians’ services 
provided by employers or to select another attending physician from a 
register Of all other physicians in the community willing and able to 
perform the essential services.” 


The Council's recommendation is hereby transmitted to the 
House of Delegates for appropriate action. 


REPORT OF REFFRENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


The report of the reference committee on supplementary re- 
port J will be found in the fifth paragraph of its report on the 
report of the Council on Industrial Health on page 1649 of this 
issue Of THE JOURNAL. 


K. Wortpd MEDICAL ASSOCIATION MEETING 

Supplementary report K was referred to the Reference Com- 
mittee on Reports of Boards of Trustees and Secretary. 

The Ninth Annual General Assembly of the World Medical 
Association was held in Vienna during the latter part of Sep- 
tember of this year. Vienna is an impressive city for a medical 
meeting and those in attendance will long remember the hospi- 
tality and graciousness of the people, as well as the beauty of 
the city. Many topics were discussed, the one creating the most 
interest being social security. Although the words “social 
security” may be defined and applied differently in various parts 
of the world, there is never any difference of opinion at the 
assemblies about what the delegates have in mind. They are ever 
mindful of the need for providing the best possible medical care 
10 their patients. All are united, however, in Opposition to un- 
necessary interference by a government in medical care plans, 
and they resent, apparently without exception, any attempts on 
the part of government officials to interject themselves arbitrarily 
between the doctor and his patient. Considerable discussion was 
devoted to the International Social Security Association, a body 
that is allied to the International Labour Office and is dedicated 
to the extension of social security coverage. This body has 
adopted 15 principles that, if enacted in any country, would 
completely subject the doctor and his patient to government 
control. The officers of the World Medical Association have led 
an unceasing fight against such control. Details of the delibera- 
tions of the council and of the delegates at the assembly will be 
published in the World Medical Journal. 

The financial affairs of the World Medical Association are 
a matter of concern. Much help has been provided by the phy- 
sicians of America and the drug industry, as well as others, but 
it is hoped that more physicians in America will join the United 
States Supporting Committee. Dues are $10 and will permit 
any doctor to be prepared for participation in the 10th General 
Assembly, which will be held in Cuba in October, 1956. It is 
also a small sum to pay for the returns that stem from the work 
of the association. The advancement of medical knowledge and 
the continuation of freedom for medical practice are just two 
of the benetits that the World Medical Association is striving 
to provide. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. Homer M. Izumi, Chairman, Hawaii, read the following 
report, which was adopted: 

Supplementary Report Ko on World Medical Association: 
Your committee whole-heartedly supports the sentiment of the 
Board of Trustees in urging that many more American phy- 
sicians join the United States Committee and give their support 
to this worthy cause. 
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L. Report oF COMMITTEE TO RECOMMEND GUIDES FOR 
GRIEVANCE OR MEDIATION COMMITTEES 

Supplementary report L was referred to the Reference Com- 
mittee on Miscellaneous Business. 

The Committee to Recommend Guides for Grievance or 
Mediation Committees, which was appointed in December, 
1954, composed of Drs. John P. Culpepper Jr., Chairman, 
Frank D. Costenbader, Keith Frankhauser, Cleon A. Nafe, and 
George A. Unfug, has undertaken an exhaustive survey and 
study required by action of the House of Delegates on Resolu- 
tions No. 17 and No. 26 at the Miami meeting in December, 
1954, 

The committee reviewed all available data and developed new 
information through staff field work for the purpose of preparing 
guides rather than standards for the organization and operation 
of grievance or mediation committees, leaving the details as to 
the organization and operation of component county and district 
society committees to the constituent state and territorial associ- 
ations. On the basis of its findings, the committee submitted 
recommendations for Guides for Grievance Committees of 
Constituent Associations, with full recognition that some vari- 
ations may be made by each state association to fit its own 
requirements. The committee believes that these guides are 
equally applicable to the organization and operation of com- 
ponent society grievance committees. 

The complete report of the committee was carefully studied 
by the Board of Trustees and was approved for transmission 
to the House of Delegates with the recommendation that it be 
adopted. The Board also recommends that, if adopted, the 
guides be published in booklet form for distribution to the con- 
stituent associations and that, in accordance with its wishes, the 
committee be discharged following publication of the recom- 
mended brochure. 


GUIDES FOR THE ORGANIZATION OF GRIEVANCE COMMITTEES 
FOR CONSTITUENT ASSOCIATIONS 

Background: In December, 1949, the House of Delegates 
adopted a resolution introduced by Dr. J. B. Lukins of Kentucky, 
which stated in part: “That this House of Delegates hereby 
commends those constituent state associations that have already 
established grievance committees to hear any complaints of the 
public and urges that all constituent associations adopt com- 
parable programs . 

Since that time, the Council on Medical Service has continu- 
ally studied the development of this movement and has issued 
periodic reports designed to keep the profession informed of 
the progress of medical associations in carrying out the original 
intent of the Lukins resolution. In this work the Council pre- 
pared and published three separate studies, Medical Society 
Grievance Committees—Their Development and Function, 
December, 1950; Medical Society Grievance Committees—a 
Progress Report, January, 1952; and Medical Society Grievance 
Committees—Component Societies, 1953. According to studies 
then available, all of the 48 state medical associations, the 
Medical Society of the District of Columbia, and the Hawaii 
Medical Association had provided in some formal manner for 
the hearing of complaints from the public. The latest study of 
county societies, 1955, shows that almost 700 grievance commit- 
tees are in Operation. 

These studies demonstrated such wide variation in the methods 
of organization and operation of these committees as to require 
clarification and definition to eliminate confusion on the part of 
the medical profession and the public as to the purposes and 
objectives of such committees. 

In addition, the effectiveness of such committees remained 
unmeasured, and two resolutions were introduced before the 
House of Delegates in December, 1954, which read in part as 
follows: 

Resolution No, 17, introduced by Dr. William H. Halley, 
Colorado: 

Resolved, That the Board of Trustees is requested to appoint a nationally 
representative special committee, to consist of representatives of successful 
mediation or grievance committees howsoever they may be entitled in the 
various states, to study this problem and recommend through the Board 
of Trustees to the House of Delegates such standards as may be promul- 
gated by the American Medical Association as a guide to the organization 
and functioning of such bodies in the constituent associations and com- 
ponent societies. 
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Resolution No. 26, introduced by Dr. J. P. Culpepper Jr., 
Mississippi: 

Resolved, That the Board of Trustees appoint a committee of not less 
than five nor more than 15 representatives from constituent societies in 
which mediation committees have been effective and useful; this com- 
mittee shall study and report to the Board of Trustees recommended 
Standards for operation of this service. 


The Reference Committee on Miscellaneous Business pre- 
sented the following report on these resolutions, which was 
adopted: 

Resolution No. 17 on Grievance Committees, and Resolution No. 26 on 
Establishing Recommended Standards for Mediation Committees: Your 
reference committee endorses the principles embodied in Resolutions No. 
17 and 26 and recommends to the Board of Trustees that it appoint a 
committee to study and report to the Board of Trustees recommended 
Standards for operation of this service. 


In compliance with this action of the House of Delegates, the 
Board of Trustees appointed a Committee to Recommend 
Standards for Grievance or Mediation Committees composed of 
Drs. J. P. Culpepper Jr., Chairman, Mississippi: George A. 
Unfug, Colorado: Frank Costenbader, District of Columbia; 
Keith Frankhauser. Hlinois; and Cleon A. Nafe, Indiana, 
Messrs. Rowland B. Kennedy, executive secretary of the Missis- 
sippi State Medical Association; Harvey T. Sethman, executive 
secretary of the Colorado State Medical Society: and John E. 
Farrell, Sc.D., executive secretary of the Rhode Island Medical 
Society, were appointed special assistants to the committee. 

After reviewing all available material, the committee felt that 
its primary concern should be with constituent associations and 
that it should seek to prepare guides rather than standards for 
the organization and operation of such committees, leaving the 
details as to the organization and operation of component county 
and district society committees to the constituent state and 
territorial associations. With these two objectives in mind the 
committee reviewed all available data, developed new infor- 
mation through staff field work, and met in Chicago on three 
occasions. With the assistance of the staff a detailed survey 
form was developed and used in visits to 21 constituent associ- 
ations. In each state survey interviews were conducted with 
State committee members, officers, employed executives, and 
others. The information obtained was summarized and reviewed 
at Committee meetings. The staff and committee chairman met 
on several additional occasions to prepare preliminary reports 
to the committee itself. 

Early in this study the committee appreciated the fact that its 
membership had been selected to represent geographical and 
urban-rural differences in thought and a variety of Opinions on 
many aspects of the organization and operation of grievance 
committees. Despite this, unanimity of opinion on most matters 
emerged before the third committee meeting was completed. The 
following findings and recommendations, therefore, represent 
the combined efforts and thinking of all committee members. 
These recommendations for Guides for Grievance Committees 
of Constituent Associations are submitted with full recognition 
that some variations may be made by each state association to 
fit its own requirements. These guides are equally applicable to 
the organization and operation of component society grievance 
committees. 

Purposes of Committees: The purposes of grievance commit- 
tees are to prevent or resolve misunderstandings, to clarify and 
adjust differences between physician and patient, and to assist 
in maintaining the high levels of professional deportment al- 
ready established by the Principles of Medical Ethics. When 
grievance Committees are properly organized and operated, they 
can accomplish these objectives. Progressively improving medi- 
cal public relations will result. 

To serve these purposes, grievance committees should be 
impowered by constituent associations with authority to receive 
complaints, to investigate, mediate, arbitrate, and where neces- 
sary refer them to appropriate bodies for adjudication. Inherent 
in these purposes is the necessity for consistency, uniformity, 
and absolute impartiality. 

Committee Titles: With a full realization as to both the variety 
of titles presently used and the reasons underlying the selection 
of some of these titles, Grievance Committee is unquestionably 
the most realistic title and the one best understood by the pro- 
fession and the public. The term “grievance committee” has 
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existed for many years through its uniform use by the American 
Bar Association and state bar associations. At present 20 state 
associations use this tithe; 2 use Board of Supervisors; and 2 
use Mediation Committee. Some others used by individual states 
are Committee on Grievances, Grievance Board, Committee on 
Patient-Physician Relations, Committee on Medical Defense 
and Grievance, Judicial Council, Committee on Ethics and 
Discipline, Council on Professional Ethics, Committee on Pro- 
fessional Relations Public Liaison Committee, Judicial and 
Professional Relations Committee, Judicial and Advisory Com- 
mittee, and Welfare Committee. 

Any unfortunate disguising of a grievance committee's true 
purpose by the use of inappropriate titles or by ascribing to it 
a multiplicity of functions negates realization of valuable benefits 
to the profession and the public alike. The grievance committee 
is of such compelling importance in modern medical organiza- 
tion that a special committee, uniformly designated to disclose 
unmistakably its true function, should be created and maintained 
by every constituent association for this purpose and this pur- 
pose only. 

Authorization of Committee: To insure permanence and 
appropriate authority for a grievance committee, provision 
should be made in the constitution or bylaws of the constituent 
association for the creation, maintenance, and authority of the 
committee. These provisions should clearly state the purpose, 
extent of authority, and duties of the committee, fix its member- 
ship, and determine the tenure of office of each committeeman. 
A review of current provisions in constitutions and bylaws of 
the constituent associations discloses a generally inadequate 
approach to these ends. 

Committee Membership: Wt is recognized that there are ex- 
treme variations of both geography and population among the 
states and territories served by the constituent associations and 
that these variations explain in part the present range in member- 
ship of committees (from 3 to 27 members). Nevertheless, it 
would seem that successful operation of these committees re- 
quires a broad representation not provided normally by less 
than seven members. In addition, continuity of service can be 
best attained by a committee serving Overlapping terms so that 
at least half the committee membership is always experienced 
in its work. It would seem, therefore, that such committees 
might best be organized with a membership of not less than 7 
nor more than 15 members serving overlapping terms of not 
less than two nor more than four years, 

Members of grievance committees hold a continuing and 
unique responsibility. Therefore, members should not simul- 
taneously serve on any disciplinary or appeal body of the associ- 
ation, since a conflict of interests could defeat successful opera- 
tion and function of these bodies. 

In selecting members for a grievance committee, special con- 
sideration must be given to willingness to perform delicate and 
sometimes odious tasks as a member of an impartial team. In 
this selection the following points should be considered: Experi- 
ence in the affairs of medical organization, judicial temperament, 
varieties in geographical location (urban, rural), type of practice, 
and age. Any arbitrary method of selecting members of a 
grievance committee based on only one of the above charac- 
teristics or based solely on previous positions held in the medical 
association is undesirable. 

Committee Authority: Certain authorities are essential to the 
successful operation of a grievance committee. Among these are 
authority to compel the response, either in writing or by per- 
sonal appearance, of any member of the medical organization, 
authority to initiate investigations on the committee's own 
motion, and authority to file charges in the name of the commit- 
tee before an appropriate judicial body of the medical organiza- 
tion. To be effective these authorities must be included in either 
the constitution or the bylaws of the constituent association. 

At the same time, the authorities granted a grievance com- 
mittee must be subject to definite limitations. Discipline is not 
a proper function of a grievance committee under any circum- 
stance. Where a grievance committee finds that disciplinary 
measures are indicated, it should so recommend to the appropri- 
ate judicial body of the association. 

Operating Procedures: \t is desirable that grievances should 
be heard and adjudicated at the local level. However, examina- 
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{ion proves that there are instances when constituent associ- 
ations find it necessary to have their state grievance committees 
investigate and adjudicate complaints originating in component 
societies that are too small, unwilling, or otherwise unable to 
undertake this function. Each constituent association should 
measure the capacity of its component societies to maintain 
grievance committees. Such capacity would include considera- 
tion of the size of the components, geographical distribution of 
their members, and the willingness of these members to under- 
take this task. 

In many states complaints are first received in the office of 
the constituent association. Some constituent medical associ- 
ations will find it desirable to refer the great majority of com- 
plaints to the component societies with jurisdiction. Where a 
constituent association refers such cases to a component society 
or delegates this entire function to a component society, the 
State grievance Committee should become an appeal body for 
that case or that society. 

In either of the above methods, the handling of all complaints 
should include prompt acknowledgment, immediate investiga- 
tion, impartial hearings and decisions, and prompt announce- 
ment of the decisions to those concerned. 

Current practices of the constituent associations regarding 
the receipt of complaints are far from uniform. They vary from 
a requirement for sworn complaints to acceptance of the most 
casual of verbal utterances. They vary further since some associ- 
ations place limitations upon the sources of complaints. It is 
recommended that there be no limitation upon sources of com- 
plaints and that grievance committees be empowered and willing 
to consider a complaint from any sincere source, public or 
private, professional or lay. It is distinctly preferable for com- 
plaints to be submitted in writing. Where for any sound reason 
this is impracticable, a verbal complaint should be received if 
supported by agreement to present it in person before the 
committee. 

In addition to investigation of submitted complaints, the 
grievance committee should be empowered and willing to initiate 
investigations on its Own motion whenever matters justifying 
grievance committee action come to its attention. 

Privileges of Complainant and Complainee: (Impartial and 
expeditious adjudication of grievances contemplates the guaran- 
tee of specific privileges equally to the complainant and the 
complainee. Among these privileges are the following oppor- 
tunities: (1) to appear in person before the committee: (2) to 
present witnesses or evidence in substantiation of the complaint 
or the reply; (3) to have prompt notification of the decision of 
the committee; and (4) to appeal the decision to the appropriate 
superior body. 

It should be understood that the physician summoned before 
a grievance committee is not on trial. 

In all these proceedings it should be constantly borne in mind 
that, as has been indicated elsewhere in this report, a grievance 
committee’s primary functions are to investigate, mediate, arbi- 
trate, and, if necessary, to recommend disciplinary action, but 
the grievance committee is never to act as a trial body or to 
effect discipline. 

Meetings, Records, and Reports: Each constituent association 
should determine for itself the frequency of meetings to be held 
by its grievance committee. Similarly, each association should 
determine who, if anyone, may attend meetings of its grievance 
committee in addition to the members of that committee and 
the complainant or complainee then being heard. Methods of 
procedure, including these and other points which will neces- 
sarily vary from state to state, should be formally established. 

In each matter considered the grievance committee should 
preserve a record including the names of the complainant and 
complainee, the general nature of the complaint, and the com- 
mittee’s decision. The routine preservation of additional files or 
records normally should not be necessary. However, if there 
should be doubt as to the advisability of retaining records in 
any specific case, the advice of legal counsel should be sought. 
These records should not go beyond the membership of the 
committee except upon appeal or in those instances where the 
committee finds it necessary to refer the matter to a higher body, 
When referring a case to a judicial body of the association, how- 
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ever, all records of the grievance committee pertaining to that 
particular case should be transmitted to the judicial body. 

Reports without identification of any individuals should be 
made regularly to the governing body of the constituent associ- 
ation so that it will know the nature, extent, and disposition of 
complaints coming before the committee. 

Publicity: The establishment of grievance committees is a 
service of medical organization to the public, but this service 
cannot succeed unless the public knows of its existence and 
understands how to use it. Therefore, the availability and the 
method of operation of these committees should be continuously 
publicized through legitimate channels of lay communication, 
Concurrently, the profession must be kept informed of the com- 
mittee’s work by utilizing all professional mediums, such as 
medical journals, newsletters, secretary's letters, and president's 
pages. 

Conclusion: The purpose of the above guides is to promote 
general uniformity of organizatton and function of grievance 
committees and better understanding of their purposes without 
interfering with the inherent autonomy of constituent medical 
associations. Constituent associations are therefore urged to 
implement these guides without delay. 

It is recognized that many variables, including the laws of 
the several states, may influence the operations or the procedures 
followed by state grievance committees Organized within the 
framework of these guides. Constituent associations should 
have no reluctance in seeking the advice of legal counsel when- 
ever questions arise concerning the application of state laws 
to these guides. They should also feel free to call upon the 
Council on Medical Service and the Public Relations Depart- 
ment of the American Medical Association. The American 
Medical Association possesses a wealth of information concern- 
ing the experience of state associations and county societies as 
precedents for these proposals. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Frank H. Krusen, Chairman, Section on Physical Medi- 
cine, presented the following report, which was adopted: 

Supplementary Report L on Report of Committee to Recom- 
mend Guides for Grievance or Mediation Committees: Your 
reference committee desires especially to commend this Com- 
mittee on Grievance Committees consisting of Drs. John P. 
Culpepper Jr., Chairman, Frank D. Costenbader, Keith Frank- 
hauser, Cleon A. Nafe, and George A. Unfug and their able 
assistants Messrs. Rowland B. Kennedy, Harvey T. Sethman, 
and John E. Farrell for their superb approach to this problem. 
Your reference committee is keenly aware of the extensive 
amount of work done by this Committee and desires especially 
to commend the manner in which this study was undertaken, 
which may well serve as a model for similar committees. The 
committee conducted a series of conferences at the “grass-roots 
level,” which aided materially in clarifying many difficult prob- 
lems. The committee also made extensive use of the services of 
the Council on Medical Service, of the Law Department, and 
of other qualified personnel at Association headquarters. 

Your reference Committee desires to support the recommen- 
dation that a brochure be published promptly which will outline 
the recommendations regarding the activities of grievance 
committees and that this brochure be given wide distribution. 
It recommends also that there be an appendix to this brochure 
in which additional, practical suggestions shall be included. 

Your committee desires also to support the contention that 
there should be no equivocation concerning the naming of such 
committees and recommends that a uniform policy be adopted 
in which they are called frankly “Grievance Committees.” 

Finally, your reference committee recommends that because 
of the many variables, including the laws of the several states, 
which may influence the Operations or procedures followed by 
State grievance committees, legal counsel shall be sought at the 
local level within the states. Your committee recommends the 
adoption of this supplementary report of the Board of Trustees. 


J.A.MLA., Dec, 24, 1955 


M. SoctaL SecuRITY AMENDMENTS OF 1955 

Supplementary report M was referred to the Reference Com- 
mittee on Legislation and Public Relations. 

This informational report by the Board of Trustees to the 
House of Delegates concerns a legislative problem which the 
Board considers to be the most serious faced by the medical pro- 
fession in many years. The problem became acute last summer 
after the Annual Meeting in Atlantic City. It involves a bill intro- 
duced too late in the first session of the 84th Congress for the 
House of Delegates to act on it last June. The bill in question is 
H. R. 7225, known as the Social Security Amendments of 1955. 
This legislation first was rushed through the House Ways and 
Means Committee, meeting in brief executive session, without 
public hearings. Then it was passed by the House of Representa- 
tives on July 18 by a roll call vote of 372 to 31 under a procedure 
suspending the rules, barring amendments, limiting debate to 
40 minutes and requiring a two-thirds vote for approval. This 
precipitate action was taken despite the protests of numerous 
Congressmen who demanded open hearings and careful con- 
sideration of the bill. Fortunately, the Senate Finance Commit- 
tee refused to be stampeded into hasty action on a bill of such 
major importance. The Senate Finance Committee, after noting 
the many serious questions raised before the House Committee 
by Mrs. Hobby, then Secretary of the Department of Health, 
Education, and Welfare, and in response to appeals from many 
national organizations including the American Medical Associ- 
ation, decided to postpone action until the second session of the 
84th Congress, at which time extensive public hearings will 
be held. 

H. R. 7225 would, among other things, lower the Social 
Security retirement age for women from 65 to 62; expand 
compulsory Social Security coverage to all self-employed pro- 
fessional groups except physicians, and raise Social Security 
taxes over and above the increases already scheduled for the 
next twenty years. These provisions in themselves pose a variety 
of questions which call for careful study of their ultimate effects 
on the scope, philosophy, and financial stability of our Social 
Security system. 

From the standpoint of the medical profession, however, the 
most controversial parts of the bill are the sections which would 
extend OASI survivor's benefits for permanently and totally dis- 
abled children beyond the age of 18 and make permanently and 
totally disabled persons eligible to receive their Social Security 
retirement benefits at age 50 instead of 65. These sections are 
of particular concern because they would directly affect physi- 
cians and the practice of medicine. Under the provisions of this 
bill, physicians—both in determining total and permanent dis- 
ability and in providing the rehabilitation services required by 
the legislation before the cash benefit is paid—presumably would 
be under federal regulation and would be paid for their medical 
services, at least in part, out of federal funds. By providing a 
disability benefit as a right through the OASI system this legis- 
Jation would subject physicians to government regulations in 
making disability determinations and rendering rehabilitation 
services. Furthermore, constant pressures from government, 
administrators, and patients seeking disability certifications 
would cause increasing harrassment of the medical profession. 

This bill clearly is another step in the extension of govern- 
ment control over the medical profession. More important, it 
raises grave questions relating to the welfare of our patients. 
Its threat to the profession is only significant if it conflicts with 
our ability to discharge our obligations to those we serve. It 
would classify and certify as hopeless many of those to whom 
adjustment to a new way of life offers the only hope of recovery 
and rehabilitation. In the guise of aiding those disabled, it 
would hamper their return to useful life. The emphasis on the 
cash benefit would hinder rather than promote rehabilitation of 
the disabled. Thus, the most serious question raised by H. R. 
7225 concerns this long range effect on the future of medical 
practice. Your Board of Trustees strongly suspects and fears that 
this proposal, if enacted, would prove to be just another piece 
in the pattern of social planning leading inevitably to permanent 
disability benefits at any age, cash benefits for the temporarily 
disabled, direct federal payments for hospital and medical costs, 
and then, ultimately, a full-fledged system of tax-paid medical 
care. 
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When this legislative problem arose suddenly last summer, 
the Board of Trustees faced a difficult decision in determining 
the Association’s approach toward H. R. 7225. The Board was 
fully aware of the questions and dangers just outlined in this 
report, for those same points have been the basis of previous 
policy positions taken by the House of Delegates with respect 
to federal programs for permanent and total disability benefits. 
Five years ago, following the introduction of H. R. 6000 in 1949, 
the House of Delegates adopted a policy opposing such a pro- 
gram, and the Association presented its views in Congressional 
hearings. Last year the Association vigorously opposed the 
“waiver of premium” section of the 1954 Social Security Amend- 
ments, arguing that it would be the opening wedge for a federal 
system of cash benefits to the permanently and totally disabled. 
Now, only one year later, our warning has been confirmed, and 
the bill establishing such a system has already passed the United 
States House of Representatives, 

While fully cognizant of past actions by the House of Dele- 
gates and the reasons for them, the Board of Trustees neverthe- 
less had to consider a variety of other factors, including possible 
differences of viewpoint inside the medical profession, the 
climate of public opinion, the political situation, and the public 
relations aspects of the problem. In the opinion of the Board, 
the American Medical Association can reasonably support the 
following program: 

1. The social security issue, once and for all, should be taken 
out of politics. It is much too complex a problem with too 
many serious implications for the future of this country to con- 
tinue to be considered on the basis of political expediency every 
two years at election time. 

2. There should be an objective, thorough study of social 
security in all its present and future aspects, medical and other- 
wise. The American Medical Association will do everything in 
its power to promote the idea of such a study and to cooperate 
by conducting more extensive research on disability, rehabilita- 
tion, and medical care. 

3. The facts developed by such a study should be used as 
the basis for a sound national decision on this vital issue. Only 
by getting a clear picture of ultimate liabilities and costs— 
economic, social, and political—can the American people make 
an intelligent decision on further expansion of the Social Security 
System. 

In addition to that over-all policy approach, the Board also 
decided that the Association should conduct an educational 
program within the medical profession to acquaint physicians 
with the facts, policies, and new developments relative to this 
whole issue. 

The foregoing decisions made by the Board last summer were 
fully supported by public relations counsel engaged to advise 
the Association, not only on this particular legislative issue but 
on all phases of its public relations program. 

Fortunately, a growing number of organizations and indi- 
viduals are becoming concerned over the continuous politically 
inspired expansion of the Social Security system. Like the 
American Medical Association, they see that the system now has 
reached the point where any further changes may have a pro- 
found influence on the nation’s economic, social, and political 
future. They agree that the time has come to ask what social 
security should accomplish and where it should stop. Many 
such groups and individuals, sufficiently aroused nationwide, 
may bring about the sober study needed to promote a stable 
and sound system. 

This House should realize that notwithstanding all of the 
efforts we and many others have put forth, should the Adminis- 
tration decide to support this proposal, our task will become 
infinitely greater. 

In line with our policy to carry on an educational program 
within the profession, on Dec. 5 a personal letter from Dr. 
Elmer Hess, President of the American Medical Association, is 
being sent to every member of the Association. A pamphlet 
entitled a “Clinical Analysis of H. R. 7225” dealing with the 
Social Security Amendments of 1955 will accompany Dr. Hess’ 
letter. 
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REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


The report of the reference committee on supplementary 
report M will be found following supplementary report B on 
page 1650 of this issue of THE JOURNAL. 


N. PROFESSIONAL LIABILITY 


Supplementary report N was referred to the Reference Com- 
mittee on Insurance and Medical Service. ' 
Both the Council on Medical Service and the Law Department 
have submitted at this meeting full reports of their studies of 
professional liability insurance and claims prevention programs. 
These are submitted by the Board to the House of Delegates as 
Status reports on what has been accomplished to date and what 
is expected to be accomplished in the future. In the report of 
the Law Department three exhibits are mentioned which are 
not included because of their length, but their content is clearly 

explained in the text. 


REPORT FROM COUNCIL ON MEDICAL SERVICE 

As the Board of Trustees indicated to the House during the 
Atlantic City session, the Council on Medical Service recom- 
mended in its June 3, 1955, progress report “that the Board 
make a comprehensive report to the House of Delegates at the 
1955 Clinical Session.” In keeping with that recommendation 
and to assist the Board if it concurs, the Council submits this 
report which summarizes its three previous reports and adds 
new data compiled since June. The Council understands that a 
Separate report is being made by the Law Department with 
respect to its surveys in compiling current data with respect to 
claim prevention and claim service programs of constituent asso- 
ciations as well as other activities. 

Specialized Insurance and Limited Market: Although over 250 
insurance companies are legally qualified to write professional 
liability insurance in those areas in which they are licensed, 
relatively few of them express any active interest in doing so. 
Some of them prefer to write this business only on an accom- 
modation basis for those physicians who carry other lines of 
insurance with them. Due to the highly specialized nature of 
this insurance, many companies may not feel they have adequate 
claim service facilities in certain areas to justify their assumption 
of risks in those areas. The ready availability of adequate claim 
service facilities is deemed necessary to successful underwriting, 
since claim servicing may have a substantial influence on the 
ultimate course and final result in any potential claim or suit. 
In one survey, only about 25 companies indicated they were 
writing any substantial volume of professional liability insurance. 
More recently it would appear that the bulk of the exposure 
countrywide is carried by a considerably lesser number of 
insurers. 

It is the Council’s understanding that the majority of this 
business throughout the country is written on an individual 
(nongroup) basis. Each applicant is considered on the basis of 
individual merit. In some jurisdictions constituent associations 
and component societies have established programs whereby 
their members may participate in securing this coverage on a 
group basis. Also, some national medical organizations have 
made special group arrangements in which their members may 
participate. Other national organizations are considering the 
advisability as well as the possibility of establishing special group 
programs. In at least one instance an attempt to write a special 
contract for members of a national medical group has been 
terminated. That effort was discontinued in an orderly manner 
rather than an outright cancellation of existing contracts. In 
another case, the members of a medical organization national 
in scope may participate in a group plan offered by an alien 
insurer. Some observers are under the impression that such a 
program may possibly provide less comprehensive protection 
than is traditional under programs underwritten by domestic 
companies. 

Unique Features: Yo tacilitate an understanding of the time 
interval between the time a liability policy is issued and the time 
the experience can be evaluated, three cases are offered. In 
1953 a man brought suit for injuries he alleged he received at 
birth in 1930. He claims he was physically impaired to the 
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extent he could not earn a living and demanded damages in 
the amount of $175,000. During 1953, an insurance company 
completed payment on a claim based on medical treatment ren- 
dered in 1919. At the end of 1953 another insurance company 
was financing legal defense for claims originating as far back 
as 1918, although the company has not underwritten any physi- 
cian liability risks since 1940. Even though these examples may 
be somewhat unusual, they do indicate features of professional 
liability insurance that are perhaps without parallel in any other 
type of risk underwriting. While other cases could be cited, 
those just mentioned seem to substantiate the observation of 
the Defense Board of the Medical Society of the State of New 
York to the effect “. there is no form of insurance more 
difficult to write or to rate correctly than malpractice ¥ 

To illustrate further the time interval, table 1 has been pre- 
pared showing the elapsed time after “year of issue” before the 
cumulative percentage of claim cost for that year is realized. 
The left hand column indicates the year of issue. The next 
column shows the percentage of total assumed dollar amount 
of claims paid during the same policy year, while the ensuing 
columns show the cumulative percentage of assumed total cost 
realized at the end of the indicated subsequent years. The terms 
“total assumed dollar amount” and “assumed total cost” are 
used because all of the indicated percentages will be invalidated 
if further claim payments have to be made subsequent to I! 
years after date of issue. In other words, these percentages are 
computed on the assumption that no further claims will have 
to be paid with respect to contracts effected during the indicated 
“Policy Issue Year.” 

The experience reflected above was developed after review- 
ing the data of one insurance company which has had consid- 
erable experience in this field on an extensive geographical basis. 


J.A.M.A., Dec. 24, 1955 


called upon to pay losses in excess of basic limits (usually $5,000 
per claim) during recent years. That tabulation of such awards 
subsequent to 1950 indicated individual claims or awards rang- 
ing from slightly less than $6,000 up to in excess of $67,000. 
The total then reported amounted to more than $3,407,000. 
Data received since that time does not alter the range of losses 
significantly; but the total is now in excess of $4,500,000. The 
June report to the House indicated that the figures pertained to 
27 states and involved some 254 separate claims or awards and, 
on a per claim basis, amounted to an average of over $13,000. 
More recent information applies to 35 states involving 347 sepa- 
rate claims or awards with the average amount per claim remain- 
ing in excess of $13,000. 

Additional Premium Charges for Partnerships: During the 
1953 Annual Meeting Dr. Wendell C. Stover, Indiana, intro- 
duced the following resolution, which was adopted but has not 
as yet been reported on to the House: 

Resolved, That the Indiana State Medical Association recommends and 
Suggests that this method of ascertaining premium rates for insurance on 
medical partnerships be brought to the attention of the American Medical 
Association House of Delegates, and that the delegates from Indiana to 
the House of Delegates be, and hereby are. directed to present this 
resolution to the next meeting of the House of Delegates of the American 
Medical Association; and urge that the Association instruct its commitiee 
studying malpractice insurance to take appropriate action to eliminate this 
element of discrimination in medical malpractice insurance policies. 

With respect to the above resolution, the printed report of the 
Council on Medical Service for the 1953 Clinical Meeting con- 
tained the following: 

The resolution concerning the practice of charging extra premiums for 
partnerships has been included in the scope of the studies. At such time 
as the Council is in a position to make a more definitive report to the 
Board it will include this aspect in order to minimize the number of 
reports addressed to the House concerning the same general subject. 


TABLE 1.—Percentage of Assumed Total Claims Paid During and at End of Each Subsequent Year 


Policy 


Subsequent Year 


Issue cro 

Year Current ] ? 3 4 
14.6 33.8 48.8 oso 


5 6 7 9 10. 11 (Assumed) 
8.6% 91.0% 91.0% 91.0% 98.6% 98.6% 100.00°% 
86.5 96.5 97.5 98.7 98.8 99.1 100,00 
85.2 91.7 96.3 97.6 99.2 99.2 100.00 


While the above table relates to percentages of assumed total 
dollar amounts, a somewhat similar indication of the time inter- 
val problem is disclosed by the following table. 

Table 2 shows the number of years after policy issue year 
before claims or suits are reported. 


Tasie 2.—Time Interval After Policy Issue Before Suits or 
Claims Are Reported 


No. of 
Years Suits and 
Atter Claims Percentage Accumulated 
Issue Reported of Total Pereentage 
32 0.75 98.57 


In reviewing the above, it should be remembered that the 
table shows only the time elapsed before claims or suits are 
reported. It does not reflect the additional time which may be 
required to settle the claims or suits. Information in table 2 
was compiled by the Malpractice Insurance and Defense Board 
of the Medical Society of the State of New York. It represented 
a review of more than 170,000 policies issued over a 16 year 
period. 

Losses in Excess of Basic Limits: In its June report to the 
House of Delegates, the Board summarized the Council’s initial 
survey of the extent to which insurance companies have been 


The Indiana resolution alleges a discriminatory practice with 
respect to those companies that make extra premium charges for 
liability insurance when physicians practice on a partnership 
basis. The Council is advised that the extra charge, where made, 
with respect to partnerships is done on the basis of the added 
legal liability. From a legal as well as financial standpoint, any 
member of a partnership is responsible not only for his own acts 
but for the individual and several acts of all other partners as 
well. Rather than risk an erroneous interpretation of the posi- 
tion of the National Bureau of Casualty Underwriters, a memo- 
randum of the bureau is quoted: 


The additional charge for partnership liability coverage reflects the fact 
that at law each partner, in addition to being responsible individually 
for his Own personal acts and those of his employees, is responsib'e indi- 
vidually for the conduct of all other partners and partnership employees. 
An injured person, therefore, may elect to sue the partnership, one or 
more of its partners, or single out a partner who had no personal partici- 
pation in the medical or surgical services rendered. 

This legal situation is of particular significance in the medical pro- 
fessional liability lines affected because the coverage applies to injuries 
occurring during the policy period regardless of when they are discovered. 
Thus, the partnership or any partner thereof continues to be responsible 
for malpractice of a deceased partner. For other general liability lines, 
coverage applies only with respect to accidents which occur during the 
policy period. In other words, for all practical purposes, coverave ends 
at policy expiration or shortly thereafter for all general liability insurance 
except for the medical professional liability lines. This means that the 
coverage under the latter for a member of a partnership is broader than 
under general liability insurance. 

The rates for physicians, surgeons, and dentists, and for other medical 
professional individuals for which the partnership liability charge applies, 
are per person rates. These rates measure only the individual responsi- 
bility of the physicians, etc., for their personal acts. They do not reflect 
the additional responsibility he takes on as a partner and which comes 
about through operation of law. In other general liability lines, the rates, 
in effect, are rates for the business enterprise for liability arising out of 
the business operations whether it is individually owned, partnership or 
corporation owned. In the medical professional liability lines, liability 
arises Out of personal services, services to the body. The injured person 
thinks in terms of individuals when he is injured because of real or alleged 
malpractice, 
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Partnership risks, and when this term is used, we mean not Only the 
risk consisting of two or three individuals but more particularly the clinic 
risk, have proven to be target risks in the practical experience of our 
companies. Whether this is attributable to the emotional agitation of a 
patient induced by the physical and mental examinations he may undergo 
at the hands of all doctors and employees comprising the partnership, 
or real or fancied wrongs amplified by the inability of the patient to say 
who in particular is responsible for such wrong, we do not know. We only 
know that from what limited experience is available partnership risks 
have proven to be worse risks than individual risks and that we should 
be unwarranted in imposing this increased exposure on all physicians, etc., 
in determining per person rates, most of whom may not be operating as 
partnerships. 

In return for the additional premium charge made for partnership 
liability, Which additional premium charge we feel is justified because of 
the reasons mentioned, the Bureau program gives another set of limits. 
Thus, in a partnership risk involving four physicians all of whom are 
insured in the same company for individual and partnership liability 
coverage, five sets of limits could apply in an individual case instead 
of four which would apply if partnership liability were not separately 
considered. 

Underwriters other than those belonging to the Bureau have 
varied methods of handling partnership risks. Some of them 
follow the Bureau practice, while others use different approaches. 
In practically all cases, however, an added charge seems to be 
the generally accepted practice. In view of the above, it would 
appear that there is some justification for an additional charge 
but studies to date do not disclose just what additional charge 
may be warranted. Some comfort may be derived from the fact 
that the additional 50° charge levied originally by the Bureau 
companies has now been reduced to 33!3 %. Additional attempts 
will be made to gather more information regarding this and 
similar practices. 

Collateral Coverage: Frequently inquiries are directed to the 
office of the Council regarding the practice of some insurance 
companies in asking for other types of insurance when called 
upon to consider an application for professional liability pro- 
tection. In checking this, it is understood that it is not the desire 
to influence the purchase of insurance that is not needed. Rather, 
it apparently reflects an attitude that these companies question 
the adequacy of present rates for medical liability insurance. In 
view of this, many companies request other types of insurance 
considered more desirable in the hope that the total experience 
will be more favorable. 

A special study of the experience of one insurance company 
over a 32 year period revealed lack of uniform results as well 
as lack of success. On a per year basis the experience ranged 
from a profit of approximately $88,000 to an operating loss 
of nearly $450,000. Profits were reflected in 13 of the years, 
while losses were recorded for the other 19. On the basis of 
generally accepted loss allowable factors, the cumulative profits 
for the thirteen years amounted to a litthke more than $375,000 
while the cumulative losses amount to over $2,000,000. The net 
loss for the entire period was only slightly less than $2,000,000. 
This may be among the factors behind requests for collateral 
business. 

The increased frequency with which the medical profession 
becomes involved in liability suits or claims is complicated 
further by ever-increasing awards that are being granted by 
juries. Increased jury awards also have an effect on claims settled 
short of litigation. In New York the Malpractice Insurance and 
Defense Board of the medical society reported recently: “. . . 
During the past few years the average cost of disposal has in- 
creased over $500 per case, with corresponding increase in the 
reserves for those outstanding and those still to be reported... .” 
The 1954 report goes on to state “. . . Since there is not the 
slightest indication of any diminution in the rate of incidence 
or cost of disposal, we must frankly face the question as to 
what our situation will be five years or even one year from now.” 
General: Apparently the word “malpractice” does not have 
the same significance it had at one time. Seemingly an aggrieved 
patient or former patient no longer is required to prove mal- 
practice in order to sustain a monetary award. A review of some 
cases might lend support to the observation that an accused 
physician now has the burden of proof that there was no mal- 
practice. Several factors have a bearing but it is most difficult 
to assess their relative significance. Since awards and judgmenis 
are now made on the basis of liability, legally imposed or as- 
sumed, perhaps the term professional liability might have a less 
adverse implication than the term “malpractice” used so widely 
in the past. 
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The Council intends to continue its interest in these problems 
and will further its efforts toward their ultimate solution. More- 
over, the Council plans to further its cooperation with the Law 
Department and other groups including staff liaison with insur- 
ance and medical organizations. 

Conclusion: It is the hope of the Council that this summary, 
together with the report from the Law Department, will facili- 
tate a comprehensive report to the House at this session. The 
Council is mindful of the interest of the profession in this im- 
portant field as evidenced by the resolutions introduced in 1952 
and subsequently as well as the following recommendation con- 
tained in the report of the Reference Committee on Insurance 
and Medical Service at the 1954 Clinical Meeting in Miami. 

Due to the apparent emergency aspect of the problem, the Board of 
Trustees is urged to report to the membersh’p as soon as possible, through 
its component societies, on the progress of this urgent study. 

The reference committee may have intended that any report 
to the membership should be channeled through the constituent 
associations and their component societies. From its efforts and 
knowledge to date, the Council is convinced that there are no 
ready answers to these problems at this time and therefore as yet 
has no definite program. There continues, however, the obliga- 
tion to inform the profession with respect to the problems as 
well as the unique features of this type of underwriting so as 
to forestall either ill-advised or unwarranted action by the mem- 
bership. To these ends, the Council offers its continuing services. 


REPORT FROM LAW DEPARTMENT ON STUDY OF PROFESSIONAL 
LIABILITY INSURANCE AND CLAIMS PREVENTION PROGRAMS 


Numerous articles have been written and a number of studies 
have been made concerning professional liability. Generally 
these articles and studies are neither accurate nor complete, but 
State impressions and opinions which may or may not have any 
actual basis in fact. The Law Department has not been able to 
locate and to its knowledge there does not exist a Current com- 
prehensive, factual or statistical study of professional liability 
claims and cases. 

The Law Department, with the cooperation of other Coun- 
cils and Committees of the Association, is engaged in a survey 
which it hopes to conduct in an objective, judicious manner 
with the view of formulating a comprehensive report on the sub- 
ject of professional liability as it exists in the United States plus 
affirmative suggestions for reducing such claims. 

Status of Survey: Since submitting its initial and preliminary 
report on this subject dated May 26, 1955, the Law Department 
has continued to work in cooperation with the Council on Medi- 
cal Service and the Committee on Professional Liability of the 
Committee on Medicolegal Problems. In the six month period 
covered by this report the Department has been engaged in the 
following major activities in this field: 

(1) An analysis was made of pertinent state statutes dealing 
with insurance rates and regulations. This information, for the 
most part, was obtained from answers to a questionnaire pre- 
pared jointly with the Council on Medical Service, which was 
sent to each State Insurance Commissioner. 

(2) A questionnaire was prepared and distributed to national 
medical societies inquiring as to the types of coverage afforded 
to their members and their experience, if any, with group pro- 
fessional liability insurance programs. 

(3) An exhaustive questionnaire was prepared, pre-tested and 
distributed to the 48 states and the District of Columbia medi- 
cal societies. The three part questionnaire is designed to elicit 
information concerning (a) insurance carriers and the amounts 
and types of professional liability insurance coverage available, 
by state; (b) experience, if any, or views concerning group cover- 
age: (c) the incidence, the most common causes, and the results 
of professional liability claims; (d) the existence, types, methods 
of operations, and success of claims prevention programs: and 
(e) statistical data relative to the number and disposition of 
claims and suits, professional liability insurance experience, and 
rate changes during the past ten years. 

(4) Information received through the questionnaire referred 
to in (3) above was supplemented through personal visits by 
members of the staff of the Law Department to the medical 
societies of California, New York, Pennsylvania, Oregon, and 
Utah. 
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State Insurance Laws and Regulations: As indicated above the 
questionnaire concerning state statutes and regulations dealing 
with professional liability insurance was sent to every State In- 
surance Commissioner. In general, inquiry was made concerning 
the type and extent of authority vested in the Commissioner 
to control or regulate professional liability insurance rates, the 
person or agency administering the authority, if any, and the 
citations to the statutes or regulations. For the most part, stat- 
utes regulating these rates are found in the sections of the insur- 
ance law relating to the regulation of casualty or other types 
of insurance except fire Or Marine insurance. 

Most of the state statutes provide that (a) an insurance car- 
rier must file with the State Insurance Commissioner every 
manual of classifications, rules, and rates, every rating plan and 
every modification of any of the foregoing which it proposes 
to use; (b) the carrier must supply any substantiating material 
requested; (c) the Commissioner must review this material as 
soon as reasonably possible to determine whether it meets the 
requirements of the statute: and (¢) the filing is deemed to have 
met the requirements of the statute unless expressly disapproved 
by the commissioner within a specified period. A few statutes 
require that the rates be approved in writing by the commis- 
sioner before they become effective. Two states, Montana and 
Washington, do not exercise any control over professional lia- 
bility insurance rates. 

Information. Received from National Medical Societies: The 
questionnaire inquiring as to the type of professional liability 
insurance coverage available to the membership of eleven na- 
tional medical societies was completed and returned by each 
association contacted. Four indicated that they are currently 
either offering group coverage or indorsing a particular policy 
for their membership. 

Information Received from State Medical Societies: The ques- 
tionnaire described in (3) above was sent to the 48 states and 
the District of Columbia medical societies on Sept. 6, 1955. 
Follow-up letters were sent to the societies that had not replied 
on Oct. 17, 1955. Unfortunately, this phase of the study is in- 
complete inasmuch as replies have only been received to date 
from 30 states. Another follow-up letter will be sent this month 
in a further effort to obtain information from those states which 
have not responded to the two earlier inquiries. Until more com- 
plete information is received it will be necessary to generalize 
concerning the types and amounts of insurance coverage avail- 
able, the most prevalent problems in the field, and the status of 
claims prevention programs. Any statistical information con- 
cerning insurance rates, the incidents of claims and suits, and 
the disposition of such cases will also be reserved until the final 
report. 

Of the 30 states replying, 6, California, Georgia, New York, 
Oregon, Rhode Island, and Washington, indicated that they 
offer group professional liability insurance or have at some time 
sponsored or endorsed such insurance On a state or county basis. 
However. 18 states—Arizona, California, Colorado, Connecti- 
cut, Georgia, Kansas, Mississippi, Missouri, Montana, New Jer- 
sey, New York, Oregon, Pennsylvania, Rhode Island, South 
Dakota, Tennessee, Virginia, and Washington—have commit- 
tees On a State or county basis that review professional liability 
claims brought against members. 

One of the questions in the questionnaire deals with the most 
common causes of liability claims. The following are the causes 
and aggravating circumstances most frequently listed thus far: 
(a) x-ray burns; (b) foreign body left in patient following sur- 
gery: (c) imperfect result following orthopedic surgery; (d) fail- 
ure to obtain consent prior to surgery; (e) inaccurate prescription 
of drugs or improper diagnosis: (f) criticism of one physician 
by another; (g) excessive fees; and (h) poor physician-patient 
relationship. It is interesting to note that one state volunteered 
the information that at least 90° of their professional liability 
claims had some justification, whereas another state expressed 
the belief that only 30% of the claims had merit. 

The second question requested information as to what effect 
a professional liability claim had on the reputation and practice 
of the physician involved. The overwhelming opinion expressed 
in response to this question was that the effect was slight, if any. 
Some of the states felt that a physician’s reputation is adversely 
affected in small communities where liability claims receive a 
great deal of newspaper publicity. 


J.A.MLA., Dec. 24, 1955 


All of the states submitting replies stated that professional 
liability insurance was available and that it was not difficult 
for physicians to obtain. A total of 45 companies, foreign and 
domestic, were listed as providing some type of professional lia- 
bility coverage. A few states noted that it was difficult for a 
physician who had had a malpractice experience to obtain insur- 
ance. Two states indicated that coverage was unavailable for 
brief periods. 

Information was also requested as to the limits of insurance 
coverage carried by general practitioners, surgeons, and other 
specialists. The answers to this question varied from state to 
State as well as within a state among physicians in these cate- 
gories. Fight states reported that all physicians carried substan- 
tially the same limits of coverage. Four states did not know what 
limits their physicians had, and two others indicated that sur- 
geons and specialists carried substantially higher limits than gen- 
eral practitioners. 

As stated earlier, 18 states indicated that they have commit- 
tees to review professional liability claims. In general, these 
committees review the claims which are brought to their atten- 
tion, determine to the best of their ability whether the defendant 
physician has been negligent or not, and advise the underwriters 
as to whether, in their opinion, the claim should be settled or 
defended. Some committees or medical societies in addition pro- 
vide expert medical testimony for the defendant physician. One 
county society indicated that on its own initiative it provides a 
medical expert witness, in certain cases, for the patient. 

Only a few states reported that they had claims prevention 
programs. In general, they consisted of lectures given to phy- 
Sicians prior to their admission to the medical society and 
periodically thereafier to the entire membership of the society. 
The only other educational activities in this field consist of the 
preparation and distribution of pertinent articles and other litera- 
ture which are printed in the state and county medical journals. 

Visits to State Medical Societies: At the suggestion of Dr. 
Louis J. Regan, Chairman of the Committee on Professional 
Liability, and in an effort to obtain additional information, mem- 
bers of the staff of the Law Department have visited five states 
and several counties having particular information concerning 
group insurance on claims prevention programs. Mr. William 
J. McAuliffe visited the Les Angeles County Medical Associ- 
ation, the Orange County Medical Society, the Alameda-Contra 
Costa Counties Medical Society, and the San Francisco Medical 
Society, all of California, in June, 1955. He visited the Medical 
Society of the State of Pennsylvania in September, 1955, and the 
Queens county and the New York state medical societies in 
October, 1955. Mr. Edwin J. Holman visited the Utah State 
Medical Association in September, 1955, and Mr. R. G. Van 
Buskirk visited the Oregon State Medical Society in the same 
month. The Department is grateful for the cooperation and 
assistance which was offered by each of the societies visited. 
It is contemplated that additional visits will be made to those 
states which indicate on their questionnaires that they have group 
insurance or an active and effective claims prevention program. 

Other Phases of the Program: As part of further investigation 
into the field of professional liability it is proposed to conduct 
a number of additional activities including: 

(1) Survey of Professional Liability Experiences in Other 
Countries: The Law Department believes it is important to com- 
pare American professional liability problems with those which 
face the medical profession in other countries. It is therefore 
proposed that a survey be conducted of the experience in coun- 
tries such as England, Australia, Canada, Norway, Sweden, 
France, and Italy. A questionnaire is now being prepared which 
will be sent to the national medical associations of these coun- 
tries and to other organizations that are active in this field. 

(2) Survey of Practicing Physicians: A questionnaire is being 
prepared to be sent to a significant number of physicians through- 
out the United States so that a tabulation and study of their 
personal and individual experiences and opinions can be ob- 
tained. This step is necessary to permit us to go beyond ex- 
pressions Of opinion from medical society personnel and to 
ascertain the experiences of physicians who may not be active 
in organized medicine. This questionnaire will be sent to a rep- 
resentative number of physicians in each of the states so that a 
tabulation on a state and possibly a regional basis can be made. 
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The replies will be broken down by age groups and into classi- 
fications of specialized practice. In each community, a ques- 
tionnaire will be sent to a representative number of general 
practitioners, surgeons, radiologists, etc. In this way we should 
be able to determine with reasonable accuracy the number of 
claims that have been made against physicians, the number 
covered by insurance, the extent to which insurance coverage 
has been inadequate, etc. If the information revealed in this 
phase of the survey is significant, it may be possible to suggest 
an intensive claims prevention program as well as a program 
of safety precautions for physicians and hospitals, planned and 
organized under the aegis of organized medicine. 

(3) Survey of Attorneys: We are also interested in the ex- 
periences, Opinions, and attitudes of attorneys who participate 
in professional liability claims—both defense and _ plaintiffs 
counsel. It is proposed that a questionnaire be sent to about 
300 plaintiffs’ and 300 defense attorneys. The recipients will be 
selected on the basis of their activity in the field of personai in- 
jury work. In addition to the questionnaires, we plan to interview 
personally leading attorneys, who are active in the prosecution 
and defense of these claims. 

From the plaintiffs’ attorneys, we are interested in the nature 
of the claims which they accept for legal representation as well 
as those, if any, which they decline, and the case histories of 
typical cases they have settled and the amounts. Is it usually 
necessary to file suit? Their experiences with the insurance com- 
panies—whether they are difficult or easy to deal with. Their 
experiences with medical society “malpractice” committees. Is 
it difficult to obtain expert medical testimony in “malpractice” 
cases? Are the attending physicians cooperative with respect to 
disclosing medical data regarding previous treatment? Are they 
reluctant to testify against other physicians in borderline cases? 
Clear-cut cases? Are lawyers in small communities reluctant to 
take cases against local doctors? Are these cases usually handled 
on a contingent fee basis? Are they frequently settled where 
there is no insurance? Are claims usually made against phy- 
sicians who have insurance? etc. 

We shall also contact the medicolegal committees of state and 
local bar associations, We believe that we are in a position to 
secure the cooperation of these men in obtaining frank state- 
ments of opinion and information as to their experiences. We 
do not propose to limit our activities here to one part of the 
country but to select representative cities and rural areas. 

(4) Survey of the Judiciary: We are also interested in ob- 
taining an insight into the thinking of judges who sit in judg- 
ment of physicians in malpractice cases. We believe it is essen- 
tial to know their personal attitude toward the medical protes- 
sion and their opinion concerning the verdicts awarded in these 
cases. It has not been decided as yet whether a questionnaire 
is feasible. However, in any event attempts will be made to 
interview personally a significant number of judges. 

(5) Analysis of State Legislation and Reported Cases: An 
analysis of state statutes and reported cases should provide valu- 
able information. Admittedly, reported cases for the most part 
include only those in which important points of law relating 
to liability are involved. Nevertheless the importance of such 
cases cannot be underestimated. An analysis of such cases should 
provide data as to the areas of medical practice in which pro- 
fessional liability claims occur most frequently, the circum- 
stances usually surrounding such claims, the amounts of judg- 
ments, etc. This analysis will cover in detail all reported cases 
of the last 20 years, broken down on a five year basis so that 
significant trends can be observed. Comparisons, similarities, 
and differences in state statutes and reported cases will be noted. 
From this phase of the study it is possible that some recommen- 
dations can be formulated for model legislation covering the 
field of professional liability. 

(6) Survey of Comparable Fields of Negligence Actions: 
Primarily, it has been the practice to consider professional lia- 
bility as a separate problem of the medical profession. Actually, 
this represents only a single type of personal injury claims aris- 
ing from negligence. We believe it would be advisable to study 
the larger problem. There is reason to believe that the same 
factors which influence the institution of personal injury claims 
in other fields of liability also affect the institution and determi- 
nation of professional liability claims. If this premise is borne 
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out in our investigations, further study of the defensive and pre- 
ventive measures taken to minimize liability in these other fields 
of negligence cases seems warranted. 

It is recognized that the personal injury lawyer who repre- 
sents plaintiffs in personal injury claims is the lawyer who will 
also represent professional liability claimants. The expert medi- 
cal witnesses who spend much of their professional life in the 
court room testifying in automobile and public liability cases 
are the ones who also appear most frequently in professional 
liability cases. We therefore contemplate a study of automobile 
claims, public liability, product liability, and tort claims in gen- 
eral for the purpose of studying comparability and differences 
that may exist with professional liability claims. Our study will 
deal with the statistics, reported cases, and available literature 
in the field of tort claims. 

(7) Study of Insurance Experience and Rates: With the active 
cooperation of the Council on Medical Service it will be neces- 
sary through personal visits and correspondence with insurance 
companies writing this type of coverage to obtain in detail and 
by geographic area their experience for the past 10 years. Spe- 
cifically we are interested in statistical data relative to the num- 
ber and disposition of claims and suits, professional liability 
insurance experience, rate structures, and changes. Also of im- 
portance are differences in claims settlement policies, the 
existence and content of claims prevention programs, as well 
as the opinions of insurance officials as to future trends and 
desirable corrective measures. We also hope to have an oppor- 
tunity to review the changes that have taken place in insurance 
rates in other fields of liability and the factors that influenced 
these changes, for the purpose of comparison. 

(8) Preparation and Publication of Special Articles: As an 
integral part of our efforts in the field of professional liability, 
the Law Department with the Committee on Medicolegal Prob- 
lems intends to prepare and publish in THE JouRNAL a series 
of significant articles which will later be coordinated as part 
of the entire survey. These studies will include monographs on 
Subjects such as the following: 

“The Law of Professional Liability’ (An outline of the basic law 
related to malpractice claims with a discussion of leading United States 
cases), 

“The Res Ipsa Loquitur Case” (A discussion of cases in which the 
court has found the liability is apparent or it “speaks for itself’), 

“The Rule of Respondeat Superior’ (A discussion of the professional 
liability of physicians resulting from the acts of partners, office asso- 
clates, and staff personnel). 

“The History of Professional Liability Claims in the United States.” 

“Professional Liability Claims in Other Countries.” 

“Professional Liability Claims Prevention” (A discussion of the measures 
that physicians may take to prevent and minimize professional liability 
claims). 

“Put It in Writing, Doctor’ (A discussion of when the physician should 
document the physician-patient relationship by a written agreement or a 
formal written consent). 

“Hazardous Therapy” (A discussion of the use of hazardous therapy 
such as shock therapy, myelograms, spinal taps. spinal anesthesia, use of 
experimental drugs, ete.), 

“Timely Use of Consultants.” 

“Safety Engineering in Medical Practice’ (Use of sound manayement 
procedures and safety measures to prevent medical accidents in the office 
and the hospital. 

“Expressing Opinions as to Former Treatment.” 


The above are examples of the type of articles which we 
believe will assist in formulating an effective claims prevention 
program. It may also be possible with the Public Relations De- 
partment to prepare material for general distribution to the 
public. These pamphlets, of course, would not deal specifically 
with malpractice but with topics to improve doctor-patient 
relations. 

Conclusion; We realize that the foregoing encompasses an 
ambitious program. However, we believe that it is necessary if 
we are to obtain a broad perspective of (a) the methods of de- 
creasing as well as the causes or incidence of professional lia- 
bility claims, and (/) the availability, costs, and trends in pro- 
fessional liability insurance. To accomplish its goal, the Law 
Department will need the continued fine cooperation of the 
Council on Medical Service and the Committee on Medicolegal 
Problems, and in addition still greater assistance from the state 
and county medical societies. 
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REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Lewis A. Alesen, Chairman, California, read the follow- 
ing report, which was adopted: 

Supplementary Report N on Professional Liability: A repre- 
sentative of the Law Department appeared before your refer- 
ence committee and explained that this is in the nature of a 
progress report outlining studies now under way by that De- 
partment. He further emphasized that the department requests 
the constituent and component societies to collaborate to the 
fullest possible extent and urges individual physicians to render 
their good offices in the completion of this study. 

This report also directs attention to the fact that, “although 
over 250 insurance companies are legally qualified to write pro- 
fessional liability insurance in those areas in which they are 
licensed, relatively few of them express any active interest in 
doing so. Some of them prefer to write this business only on 
an accommodation basis for those physicians who carry other 
lines of insurance with them.” This survey of professional lia- 
bility insurance and claims prevention programs is indeed timely. 
Your committee commends the Law Department and the Coun- 
cil on Medical Service for the report. 


O. CLINICAL PSYCHOLOGISTS 

Supplementary report O was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

In December, 1952, the House of Delegates approved a 
recommendation that future proposals for the certification or 
licensure of psychologists should be carefully studied to deter- 
mine whether they are in accord with these principles: that 
psychotherapy is an integral part of the practice of medicine 
and that clinical psychologists cannot be qualified by their train- 
ing and experience to function independently as psychothera- 
pists. At the Miami Clinical Meeting in 1954 the House approved 
a joint statement on relations of medicine and psychology which 
had been previously approved by the Board of Trustees and the 
executive bodies of the American Psychiatric Association and 
the American Psychoanalytic Association. 

In view of the fact that psychologists are continuing to obtain 
the passage of licensure or certification laws in some of the 
states in spite of state medical association opposition, the Board 
recommends opposition by the American Medical Association 
to the licensure of psychologists. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. L. Howard Schriver, Chairman, Ohio, read the following 
report, which was adopted. 

Supplementary Report O on Clinical Psychologists: Your 
reference committee approves this recommendation. 


P. RESOLUTION ON CHANGES IN LEGAL Status OF EPILEPTIC 

Supplementary report P was referred to the Reference Com- 
mittee on Legislation and Public Relations, 

Resolution No. 76 (June, 1955) urging the Association to have 
its “component societies” support legislation relaxing the attitude 
toward epileptics so far as marriage, eugenic sterilization, motor 
vehicle licenses, and workmen’s compensation laws are con- 
cerned was considered by the Council on Mental Health and 
the Committee on Legislation. There is at the present time suffi- 
cient medical evidence that great strides have been made in the 
treatment of epilepsy and the control of epileptic seizures. 
However, the Board of Trustees believes that because of the 
difficulty in formulating legislation and the long established 
custom of not doing so, it should do no more than affirm the 
factual portion of the reference committee report, leaving the 
constituent societies free to act or not as they may decide. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 
Dr. Paul A. Davis, Chairman, Ohio, submitted the following 
report, which was adopted: 
Supplementary Report P on Changes in Legal Status of 
Epileptics: Your reference committee approves this report. 


J.A.M.A., Dec. 24, 1955 


Q. RESOLUTION ON OPHTHALMOLOGIC-OPTOMETRIC RELATIONS 

Supplementary report Q was referred to the Reference Com- 
mittee on Miscellaneous Business. 

Resolution No. 58 (June, 1955) recommending several actions 
by the Board and other groups (i. e., among others, discharge 
of the National Committee on Eye Care, appointment of a 
permanent committee on eye care, revision of Public Law 734, 
part 4, Section 341E, clause 10) was referred to the Judicial 
Council and to the Committee on Legislation for study. These 
groups are at the present time reviewing the matter and a study 
of state laws relating to optometry is planned. The Board wishes, 
therefore, to withhold implementation of the resolution until 
a complete report is received on the contemplated studies. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Frank H. Krusen, Chairman, Section on Physical Medi- 
cine, presented the following report, which was adopted: 

Supplementary Report Q on Resolution on Ophthalmologic 
Optometric Relations: Your reference committee concurs in the 
recommendation of the Board that the implementation of this 
resolution be withheld until complete reports on this subject are 
received from the Judicial Council and the Committee on Legis- 
lation. Your reference committee recommends that this supple- 
mentary report of the Board of Trustees be adopted. 


R. COMMITTEE ON GENERAL PRACTICE PRIOR TO SPECIALIZATION 

Supplementary report R was referred to the Reference Com- 
mittee on Medical Education and Hospitals. 

The Board of Trustees considered the report of the Committee 
on General Practice Prior to Specialization, which was accepted 
by the House of Delegates in June, 1955, and is in agreement 
with the recommendations contained therein except that the 
Board recommends a smaller committee of 9 members, instead 
of 11, to be composed of 2 members of the Board, 2 from the 
Council on Medical Education and Hospitals, one from the 
Council on Medical Service, and 4 from the House of Delegates, 
2 of whom should be general practitioners. None of the nine 
members should be deans or full-time professors in medical 
schools or officers or directors of any specialty board. The 
appointees will be selected in the next few weeks. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. George M. Fister, Chairman, Utah, read the following 
report, which was adopted: 

Your reference committee has reviewed supplementary report 
of the Board of Trustees R, entitled “Committee on General 
Practice Prior to Specialization.” Your reference committee 
notes with interest the development of this committee for the 
study of general practice prior to specialization. 


S. MEDICAL RELATIONS IN WORKMEN’S COMPENSATION 

Supplementary report S was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

The report of the Council on Industrial Health presents a 
guide for the evaluation and implementation of a program in 
workmen’s compensation for the medical profession. The Board, 
after carefully considering this report, recommends its adoption 
by the House of Delegates. 


REPORT OF REFERFNCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. L. Howard Schriver, Chairman, Ohio, read the following 
report, which was adopted: 

Supplementary Report S on Medical Relations in Workmen's 
Compensation: Your reference committee approves this recom- 
mendation of the Board of Trustees. 


T. Feperat Civit’ DEFENSE ADMINISTRATION 
IMPROVISED HoOspitaLs 

Supplementary report T was referred to the Reference Com- 
mittee On Medical Military Affairs. 

The Council on National Defense of the American Medical 
Association considered a resolution from the Medical Advisory 
Committee to the Administrator of the Federal Civil Defense 
Administration relative to improvised hospital units and recom- 
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mended endorsement of the use of the 200-bed improvised 
hospital. Inasmuch as the improvised hospital is recognized as 
an essential means of augmenting existing medical facilities 
during and after disaster, including enemy action, and for pro- 
viding lifesaving medical care, the Board adopted the recom- 
mendation of its Council on National Defense that the 200-bed 
improvised hospital of the FCDA be endorsed by the House of 
Delegates. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 


Dr. Charles H. Richardson Sr., Chairman, Georgia, read the 
following report, which was adopted: 

Your reference committee endorses the 200-bed improvised 
Civil Defense hospital described in the report of the Council on 
National Defense and in supplementary report T, as an essential 
means of augmenting existing medical facilities during and after 
disaster. It further urges that all assistance be provided by the 
Federal Civil Defense Administrator to local communities in 
target areas so that early distribution of improvised Civil De- 
fense hospitals will be made for training purposes. 

Your reference committee suggests that the name of the 
hospital be changed from “200-bed improvised hospital” to 200- 
bed emergency Civil Defense hospital” as the organization, 
placement, operation, and supply of the hospital are well defined 
and there is or should be little improvisation so that the term 
emergency Civil Defense hospital is appropriate. 


U. RESOLUTION ON REPEAL OF SECTIONS 106 AND 222 OF 
PuBLic LAW 761, 83D CONGRESS 

Supplementary report U was referred to the Reference Come 
mittee on Legislation and Public Relations. 

Resolution No. 5 (June, 1955) requesting the repeal of Sections 
106 and 222 of Public Law 761, 83d Congress, and the request 
of the House for an opinion as to its practical aspects were con- 
sidered by the Committee on Legislation and the Board of 
Trustees. 

The Board adopted the recommendation of its Committee on 
Legislation that the Association, in testifying on H. R. 7225, 
84th Congress, recommended the repeal of Sections 106 and 222 
and the enactment in their stead of a provision for the use of 
the best 5 or 10 years in the computation of Social Security 
benefits. The Board believes that this action is consistent with 
the Association's previous position, will relieve the present threat 
of extension of the disability sections, and will be more feasible 
and economical to administer than the present provisions which 
call for medical determinations of physical and mental disability. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


The report of the reference committee on supplementary 
report U will be found following supplementary report B on 
page 1650 of this issue of THE JOURNAL, 


V. CONTRIBUTION TO AMERICAN MEDICAL 
EDUCATION FOUNDATION 

The Vice Speaker declared that supplementary report V was 
for information only and needed no referral, 

The Board of Trustees at this time wishes to announce that 
it again has appropriated $100,000 for the support of the medical 
schools of the nation and will turn over these funds to the 
American Medical Education Foundation. The Board continues 
to assume the administrative expenses connected with the solici- 
tation of funds, so that all contributions are forwarded to the 
medical schools. 


W. ANNUAL AND CLINICAL MEETINGS 

Supplementary report W was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

Consideration has been given by the Board of Trustees to the 
invitation from Chicago for the 1960 Annual Meeting of the 
Association. Accommodations in Chicago have been found to 
be adequate for a meeting of the Association. 

Invitations for the 1958 Clinical Meeting have been received 
from Dallas, Texas; Denver: Houston, Texas; Minneapolis; St. 
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Louis; and Washington, D. C. The Board is pleased to announce 
acceptance of the invitation from Minneapolis as the place for 
the 1958 Clinical Meeting of the Association. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEFS AND SECRETARY 


Dr. Homer M. Izumi, Chairman, Hawaii, submitted the 
following report, which was adopted: 

Supplementary Report W. on Annual and Clinical Meetings: 
Your committee recommends acceptance of the invitation of 
Chicago for the 1960 Annual Meeting of the Association, and 
notes the action of the Board in accepting the invitation of 
Minneapolis for the 1958 Clinical Meeting. 


Citation to Dr. Torald Sollmann 


Dr. Gunnar Gundersen, Chairman of the Board of Trustees, 
presented a citation to Dr. Torald Sollmann with the following 
remarks: 

Mr. Speaker, Members of the House of Delegates, and Guests: 
It is my great privilege at this time to present a citation to a 
man who is not only one of the most distinguished members of 
the medical profession, but also one of its most beloved, Dr. 
Torald Sollmann of Cleveland, Ohio. To give you the complete 
story of Dr. Sollmann’s long and varied career would take many 
hours. I shall touch on just a few of the highlights. 

At the age of 17 he became the youngest person ever to 
obtain a pharmacist’s license in Ohio up to that time. In 1896, 
when he was 22, he received his M.D. degree from the medical 
school at Western Reserve University. Two years later he was 
appointed lecturer in pharmacology, and in 1904 he became a 
full professor of pharmacology. One of Dr. Sollmann’s first 
accomplishments as a professor was to write the first English 
language textbook on pharmacology. This 100-page work on 
laboratory experiments was a modest forerunner of his later 
1,000-page “Manual of Pharmacology,” which now is in its 
seventh edition and is regarded as a standard textbook in all 
medical schools and research organizations. From 1928 to 1944, 
when he retired after nearly 50 years of active service at Western 
Reserve University, Dr. Sollmann was Dean of the School of 
Medicine. Throughout all those years and up to the present time, 
his name has become practically synonymous with the work of 
the Council on Pharmacy and Chemistry of the American 
Medical Association. He personifies the Council's motto, “Non 
sibi sed medicinae”—*Not for ourselves but for medicine.” 

Dr. Sollmann, I should like to read this citation to you and 
our audience: 

CITATION 


“The American Medical Association takes pleasure in present- 
ing this citation to Torald Sollmann, M.D., in recognition of his 
many years of outstanding service to the medical profession and 
on behalf of the advancement of medical science. 

“A charter member of the Council on Pharmacy and Chemis- 
try for 50 years and chairman of the Council since 1936, Dr. 
Sollmann has had a distinguished career as physician, teacher, 
researcher, technical advisor to his government, and author of 
standard texts in pharmacology. His unselfish devotion and 
inspiring leadership have been largely responsible for the Coun- 
cil’s achievements in encouraging rational therapeutics.” 


Remarks of Dr. Torald Sollmann 

In accepting the citation, Dr. Sollmann made the following 
remarks: 

Thank you very much, gentlemen, for this honor. It has been 
a privilege which I have greatly appreciated to be able to work 
on the Council on Pharmacy and Chemistry for the betterment 
of therapeutics. The honor which you are doing to me is an 
honor to all of those who have worked with me on the Council. 
1 am, I think, the only surviving member who attended the first 
meeting of the Council, and, with Dr. Novy, we two represent 
the members of the original Council. To all those who, during 
the years, have worked on this project as members of the Coun- 
cil and the staff of the Council, and back of them, you, the 
delegates and the trustees, who have always enthusiastically 
supported this work, my profound thanks. 


(To he continued) 
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MEDICAL NEWS 


CALIFORNIA 

University News.— The College of Medical Evangelists, Los 
Angeles-Loma_ Linda, recently dedicated a new $100,000 
anatomy amphitheater seating 178 on its Loma Linda campus. 
At a dedicatory program, Nov. 22, Dr. Otto F. Kampmeier, 
head of the anatomy department, spoke on the progress of 
education in the field of anatomy. 


Cerebral Palsy Center.—In compliance with a request of the 
state of California, the College of Medical Evangelists, Loma 
Linda-Los Angeles, will establish a diagnostic and treatment 
center for cerebral palsied children at the White Memorial 
Clinic. The college will cooperate particularly with the State 
School for Cerebral Palsied Children now operating in Altadena. 
The budget provides $17,000 for setting up additional service 
at the White Memorial Clinic under the direction of Drs. Robert 
F. Chinnock and Joseph E. Maschmeyer. 


Course on Hypnosis.—An intensive course in techniques and 
application of hypnosis (fee $100) will be offered by University 
of California School of Medicine and University Extension, Los 
Angeles, Jan. 19-21 (Thursday and Friday sessions, 9 a. m. to 
12 noon and 1:30-4:30 p. m.; Saturday session, 9 a. m.-1 p. m.). 
Requests for information should be made to Dr. Thomas H. 
Sternberg, assistant dean for postgraduate medical education, 
University of California Medical Center, Los Angeles 24. The 
course is Open Only to graduates of approved medical schools 
and to psychologists with Ph.D. degrees, with consent of the 
course chairman, Roy M. Dorcus, Ph.D., professor of psychol- 
ogy in the university’s department of psychology and the school 
of medicine. 


Retiring Teachers.—Dr. Phoebus Berman, who will retire 
Jan. 10, 1956, as medical director of the Los Angeles County 
Hospital, was a guest of honor at the banquet of the Medical 
Alumni Association of the University of Southern California 
School of Medicine, Nov. 4. Dr. Berman is a clinical professor 
of medicine on the faculty of the school of medicine. Scrolls 
of honor were awarded the following members of the faculty 
who are retiring to emeritus status: Dr. Ray A. Carter, emeritus 
professor of radiology; Dr. Finis G. Cooper, emeritus assistant 
clinical professor of surgery; Dr. Ezra S. Fish, emeritus professor 
of pediatrics; Dr. Simon Jesberg, emeritus associate clinical 
professor of surgery; Dr. E. Eric Larson, emeritus clinical pro- 
fessor of surgery; Dr. Frederick H. Linthicum Sr., emeritus 
associate clinical professor of surgery; Karl F. Meyer, Ph.D., 
emeritus lecturer in public health; Dr. W. William Mulvehill, 
emeritus assistant clinical professor of medicine; and Dr. Gilbert 
Roy Owen, emeritus associate clinical professor of surgery. 


Society News.—At the annual meeting of the California Society 
of Internal Medicine in Santa Barbara, Oct. 1, the following 
officers were chosen: Dr. George K. Wever, Stockton, president; 
Dr. William C. Mumler, Los Angeles, vice-president; and Dr. 
Claude P. Callaway, San Francisco, secretary-treasurer. The 
guest speakers were Dr. Samuel Soskin, Los Angeles (Diabetes 
Mellitus, Theory and Practice); Dr. Helen E. Martin, Los 
Angeles fElectrolyte Changes in Diabetic Acidosis); Dr. Peter H. 
Forsham, San Francisco (Theories on the Cause and Correction 
of the Degenerative Stigmata of Diabetes Mellitus); and Dr. 
Percival A. Gray Jr., Santa Barbara (Practical Aspects of Train- 
ing the Diabetes Patients as to Diet). Dr. Soskin acted as 
moderator for a panel discussion, “What Is the Optimum Level 
of Control for the Diabetic Patient?” A medical economic forum 
was held to discuss “The Trend of Health Insurance,” with Dr. 
Robert M. Shelton of Pasadena as moderator. Mr. Ed Clancy, 
director of public relations of the California Medical Associ- 
ation, was the main speaker. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


FLORIDA 


Society News.—In October the Orange County Medical Society 
published the first issue of its quarterly bulletin. Dr. Don C, 
Robertson, Orlando, president of the society, is editor. The 
bulletin office is at 1206 Kuhl Ave., Orlando (phone 5-5108). 


Personal.— Dr. Hyman J. Roberts, West Palm Beach, recently 
presented at St. Mary’s Hospital, West Palm Beach, a six-week 
course on electrocardiography and cardiology as a guest lecturer 
of the section on general practice of the Palm Beach County 
Medical Society. 


Seminar in Ophthalmology and Otolaryngology.—The 10th 
annual University of Florida Midwinter Seminar in Ophthal- 
mology and Otolaryngology will be held at the Sans Souci Hotel 
in Miami Beach, Jan. 16-21, 1956. The seminar lecturers on 
ophthalmology (Monday, Tuesday, and Wednesday) are: Drs. 
Francis H. Adler, Philadelphia; A. Gerard DeVoe, New York; 
Michael J. Hogan, San Francisco; C. Wilbur Rucker, Rochester, 
Minn.; and Albert D. Ruedemann, Detroit. Those lecturing on 
otolaryngology (Thursday, Friday, and Saturday) are: Drs. 
Frederick A. Figi, Rochester, Minn.; Lewis F. Morrison, San 
Francisco; Charles E. Kinney, Cleveland; John R. Lindsay, 
Chicago; and Bernard J. McMahon, St. Louis. 


ILLINOIS 


Artery Bank.—On Oct. 11 a central artery bank, supported by 
the Chicago Heart Association, was opened at the Hektoen 
Institute for Medical Research, Chicago. Procurement of suitable 
arterial segments is based on postmortem material of the Cook 
County Hospital. Sterilization, lyophilization, and storage of 
blood vessels are accomplished at the bank. Segments can be 
obtained by those whose training in vascular surgery is known 
or for whose ability the surgical staff at the requesting hospital 
can vouch. Surgeons interested in obtaining such segments may 
obtain information by calling Miss Naomi McElwain at MOnroe 
6-0787, 


Chicago 

Course on Bronchoesophagology.—The University of Illinois 
College of Medicine will present its next laryngology and 
bronchoesophagology course March 5-17, 1956, under the di- 
rection of Dr. Paul H. Holinger. Interested registrants should 
write to the Department of Otolaryngology, University of 
Illinois College of Medicine, 1853 W. Polk St., Chicago 12. 


Dr. Gerard Goes to Michigan.—Dr. Ralph W. Gerard, pro- 
fessor of neurophysiology at the University of Illinois College 
of Medicine, has been appointed professor of neurophysiology 
at the University of Michigan Medical School, Ann Arbor, 
where he will be associated with the Mental Health Research 
Institute. Dr. Gerard has been affiliated with the University 
College in London, England, and the Kaiser Wilhelm Institute 
in Berlin, Germany. For 25 years he served on the staff of the 
University of Chicago. 


Multiple Sclerosis Research.—lIhe Multiple Sclerosis Founda- 
tion of America has presented $25,000 to Northwestern Univer- 
sity Medical School to support research in progress as a team 
project among five departments at the school. Dr. Lewis J. 
Pollock, emeritus professor and chairman of the department of 
neurology and psychiatry, is in charge of the program. The 
foundation has given $125,000 to Northwestern University in 
the past five years for studies that might yield information 
toward finding the cause of the disease or a treatment for it. 


Personal.—Dr. Gerhart J. Piers, secretary, Chicago Psycho- 
analytic Society, has been appointed to succeed Dr. Franz G. 
Alexander as director of the Institute for Psychoanalysis 
(664 N. Michigan Ave.) when Dr. Alexander retires in the 
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fall of 5956. Dr. Piers, a native of Vienna, Austria, has been 
affiliated with the institute since 1942. He formerly served as a 
staff psychiatrist at Elgin (Ill.) State Hospital, as acting director 
of the Chicago Community Clinic, and as a member of the staff 
of the Veteran's Rehabilitation Center.——Dr. Jules H. Masser- 
man, professor of neurology and psychiatry, Northwestera 
University Medical School, was recently asked by various univer- 
sities and neuropsychiatric societies to lecture in Brazil, Uruguay, 
Argentina, Chile, Peru, Costa Rica, and Guatemala. The tour, 
also sponsored by the World Health Organization, was designed 
to foster closer scientific liaison with academic, clinical, and 
research centers in Latin America. Dr. Massermaa, author 
of a new book, “Practice of Dynamic Psychiatry,” is president- 
elect of the American Society of Group Therapy, vice-chairman 
of the section on psychotherapy of the American Psychiatric 
Association, president of the Ilinois Psychiatric Society, and 
scientific director of the National Foundation for Psychiatric 
Research. 


University News.— The Chicago Medical School announces the 
appointment of Dr. Paul B. Szanto as associate professor of 
pathology, Dr. Harry H. LeVeen as associate professor of sur- 
gery, and Dr. trving C. Sherman as clinical professor of neurol- 
ogy and chief of the division of neurology. The school also 
announces the following promotions: Dr. David Presman, clini- 
cal associate professor of urology; Dr. Samuel R. Rubert, clinical 
assistant professor of orthopedic surgery: Dr. Howard H. Bass, 
clinical associate in urology; Dr. Robert D. Crane, clinical 
associate in surgery; Dr. Louis Richmond, associate in medicine; 
and Dr. Lester Wishingrad, instructor in pediatrics ——North- 
western University Medical School announces promotion of the 
following physicians to the rank of associate professor, effective 
Sept. 1, 1955: Alfred D. Biggs and Meyer A. Perlstein, pedi- 
atrics: Samuel M. Bluefarb, dermatology; Craig W. Borden and 
Frederick W. Fitz, medicine; T. Howard Clarke and John EF. 
Kearns Jr., surgery; Clinton L. Compere, John R. Norcross, and 
Vernon Clifford Turner, orthopedic surgery; and Albert Milzer, 
bacteriology. Dr. Ruth Rhines, formerly associate in medi- 
cine, University of Pennsylvania School of Medicine, Phila- 
delphia, has been appointed associate professor of anatomy in 
the University of Chicago division of biological sciences. Dy. 
Rhines previously served as instructor in medicine at the Univer- 
sity of Illinois College of Medicine and assistant superintendent 
of the Municipal Contagious Disease Hospital in Chicago.—— 
Dr. H. Waldo Bird Jr., Detroit, former faculty member of the 
Wayne University College of Medicine, Detroit, has been ap- 
pointed associate professor of psychiatry at the University of 
Chicago School of Medicine. 


IOWA 

Farmers with Heart Ailments.—A pilot project has been initiated 
under the sponsorship of the American and Iowa heart assoct- 
ations to help farmers in Washington County who suffer from 
heart ailments. Its objectives will be to determine the physical 
capacity of farmers who have such difficulties and to help them, 
through medical and social counseling, to remain active within 
their physical limitations—either in or outside of agriculture. 
Dr. Lewis E. January, professor of internal medicine, State 
University of lowa College of Medicine, lowa City, will be the 
responsible investigator. A liaison committee of the Washington 
County Medical Society consists of Drs. Guy E. Montgomery, 
Washington, Jay R. Miller, Wellman, and Dwight G. Sattler, 
of Kalona, The program will be conducted by a local steering 
committee, local physicians, and a “clinic team,” of which Dr. 
Montgomery is chairman. 


MARYLAND 

Services for Crippled Children.—The James Lawrence Kernan 
Hospital and Industrial School for Crippled Children, Baltimore, 
has opened a rehabilitation center that will place special 
emphasis on prosthesis and special bracing problems. Clinics 
will be held on the second Monday of each month at 2 p. m. 
under the direction of Dr. Milton J. Wilder, Baltimore. 
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Dr. Roberts Accepts Chicago Post.—Dr. Dean W. Roberts, 
Baltimore, since 1952 director of the National Commission on 
Chronic Illness, has been appointed executive director of the 
National Society for Crippled Children and Adults (11 S. La- 
Salle St., Chicago 3) to succeed Mr. Lawrence J. Linck, who 
has beea executive director of the society since 1945. Dr. 
Roberts is a lecturer in Public Health Administration at Johns 
Hopkins University, Baltimore. 


MASSACHUSETTS 

University News.—Dr. William) Francis Ketchum, at one time 
assistant in pediatrics at the Tulane University of Louisiana 
School of Medicine, New Orleans, has been appointed assistant 
to the dean of the faculty of medicine at Harvard Medical 
School, Boston, where he will also serve as an instructor in 
pediatrics. Dr. Ketchum has been affiliated with Peter Bent 
Brigham Hospital, the Massachusetts General Hospital, and the 
Children’s Medical Center in Boston and Babies Hospital in 
New York City. 


Industrial Center for Paraplegic Rehabilitation.—An industrial 
rehabilitation department and neurosurgical service for para- 
plegics, dedicated to total care of the patient by specialists until 
he is fully restored to society, has been established at the Haynes 
Memorial depariment of the Massachusetts Memorial Hospitals 
in Boston under the joint sponsorship of the Liberty Mutual 
Insurance Company, the Massachusetts Memorial Hospitals, and 
the hospitals’ affiliated medical schocl at Boston University. 
Funds to rebuild and reequip the east wing of Haynes Memorial 
Hospital were provided by Liberty Mutual. Dr. Donald Munro, 
former chief of services of Boston City Hospital and a con- 
sultant to the insurance company since 1949, is chief of service, 
assisted by Dr. Warren R. Sisson Jr. According to Dr. Chester S. 
Keefer, dean of the medical school, the center will be a teaching 
clinic for medical students and marks a new phase of medical 
education. The new unit provides accommodations for some 
26 patients having paraplegia, an operating room equipped for 
neurosurgical procedures, facilities for x-ray and laboratory 
analysis and diagnosis, a lecture hall for teaching purposes, and 
physical therapy, ambulation, and recreational rooms. Rehabili- 
tation nurse counselors, ambulation teachers, and physiothera- 
pists are to be provided by the Liberty Mutual Rehabilitation 
Center in Boston. The services of the new department will be 
available to these injured in industrial accidents or patients with 
neurological disorders who are referred by physicians or from 
other clinics Or insurance carriers. 


MISSOURI 


Dr. Mendeloff Goes to Baltimore.—Dr. Albert |. Mendeloff, 
associate professor of medicine and preventive medicine, Wash- 
ington University School of Medicine, St. Louis, has been 
appointed full-time clinical chief of staff in medicine at the 
Sinai Hospital of Baltimore, associate professor in medicine at 
the Johns Hopkins University School of Medicine, and physician 
on the staff of the Johns Hopkins Hespital in Baltimore. Dr. 
Mendeloff, who has been associated with the Washington Univer- 
sity School of Medicine since 1949, previously was affiliated 
with the Harvard Medical School, the Boston University School 
of Medicine, and Peter Bent Brigham Hospital, Boston. 


NEBRASKA 

University News.—Dr. Dwight M. Frost has joined the Univer- 
sity of Nebraska College of Medicine staff as director of the 
new department of physical medicine and rehabilitation. He 
comes to the Omaha campus from the Institute of Physical 
Medicine and Rehabilitation at New York University-Bellevue 
Medical Center. 


NEW JERSEY 

Hospital News.—Half a million dollars was pledged recently by 
Johnson & Johnson and affiliated companies, manufacturers of 
surgical dressings and allied products, to help meet the hospital 
facilities capital expansion needs of the two New Brunswick 
hospitals, St. Peter’s General and Middlesex General, which will 


1666 MEDICAL NEWS 


share equally in the proceeds of the combined fund-raising 
campaign. The goal locally is to raise 3 million dollars, which 
would be augmented by an anticipated federal grant of 2 million 
dollars. 


Memorial for Dr. Ward.--Dr. Raymond T. Potter, East Orange, 
was recently named chairman of the healing arts division for 
the $80,000 building fund campaign of the Florence Crittenton 
League of Newark. The campaign to finance improvements to 
the league’s Newark home will be in the nature of a memorial 
to the late Dr. William R. Ward, who 54 years ago was re- 
sponsible for founding New Jersey's first home for expectant 
unwed mothers, which later became affiliated with the Florence 
Crittenton League, a national society. Dr. Ward served as 
president of the home until his death earlier this year. On 
successful conclusion of the campaign, the league’s Newark 
home at 2 Ogden St. will be renamed in honor of Dr. Ward. 


NEW YORK 

Professor of Preventive Medicine. —Dr. Archibald S. Dean of 
the Buffalo Regional Office, New York State Department of 
Health, has been appointed head of the department of pre- 
ventive medicine and public health of the University of Buffalo 
School of Medicine. 


Oldest Medical Radio Program.—At the annual meeting of the 
Monroe County Medical Society, Dec. 13, in the Rochester 
Academy of Medicine, a plaque commemorating the broadcast- 
ing of America’s oldest continuous medical radio program was 
awarded to radio station WHAM, Rochester (NBC). The series 
was opened May 27, 1930, by Dr. Walter A. Calihan, Rochester, 
then president of the society. The plaque, which bears the in- 
scription, “To WHAM from the Medical Society of the County 
of Monroe for twenty-five years of public service in broadcasting 
weekly talks “Speaking of Health’ for the good of all,” was pre- 
sented by Dr. Gordon M. Hemmett, Rochester, president of the 
county medical society; Dr. Frederick W. Bush, Rochester, 
chairman of the public relations committee; and Dr. Jean D. 
Watkeys, Rochester, chairman of the health education committee 
and current producer of the program, “Speaking of Health,” 
heard on Saturdays at 1:15 p. m. 


New York City 

Lectures for the Laity.—In its 21st series of Lectures to the 
Laity, the New York Academy of Medicine, 2 E. 103rd St., 
will present “Cultural Mentalities and Medical Science” by 
Filmer S. C. Northrop, Ph.D., Sterling Professor of Philosophy 
and Law, Yale University, New Haven, Conn., at 8:30 p. m., 
Jan. 4, 1956. 


Apposinted Professor of Public Health.—Dr. Helen M. Wallace, 
who has been affiliated since 1943 with the New York City 
Department of Health, has been appointed director, department 
of public health, preventive medicine, and industrial hygiene, at 
New York Medical College, Flower and Fifth Avenue Hospitals. 
Dr. Wallace has held teaching appointments at Long Island 
College of Medicine (now State University of New York College 
of Medicine at New York City, Brooklyn), Teachers College, 
and the School of Public Health of Harvard University, Boston. 


Scholarships in Reproduction.—The State University of New 
York College of Medicine in Brooklyn has received a grant of 
$24,000 from the Josiah Macy Jr. Foundation to support student 
research scholarships in the field of reproduction. The money 
will be divided into five awards of $4,800 to provide eight Josiah 
Macy Jr. Foundation Scholarships each year. Student scholar- 
ship winners will receive $500 each. The balance will be used 
for laboratory expenses. Scholarship winners will be selected by 
a faculty committee representing members of both the basic and 
the clinical sciences. Dr. Louis M. Hellman, head of the depart- 
ment of obstetrics and gynecology, is chairman of the committee. 


Course on Radioactive Medicine.—The graduate division of 
New York University College of Engineering announces that 
next spring it will offer the first university course on the use 
of scintillation counters as research tools. The course, intended 
principally for medical researchers using radioactive tracers, 
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will be conducted by Richard Stephenson, Ph.D., associate pro- 
fessor at New York University, who was formerly with the 
physical instrumentation group at the Atomic Energy Commis- 
sion’s Oak Ridge (Tenn.) National Laboratory. A scintillation 
laboratory has been established at the college of engineering. 
Information can be obtained from the Graduate Office, New 
York University College of Engineering, New York 53. 


Gorden Award to Dr. Holt.—Dr. L. Emmett Holt Jr., chairman 
of the department of pediatrics, New York University College 
of Medicine, received the annual Borden Nutrition award Oct. 5 
at the American Academy of Pediatrics convention in Chicago. 
The award, a gold medal and $1,800, was bestowed “in recog- 
nition of his many contributions, during recent years, to the field 
of infant nutrition and, specifically, in recognition of his careful 
determinations of the minimal nutrition regulations for essential 
amino acids and vitamins.” Dr. Holt, coauthor with his father, 
the late L. Emmett Holt, of “The Care and Feeding of Children,” 
is a former president of the Society for Pediatric Research and 
a former vice-president of the American Society for Clinical 
Investigation. 


Services for the Cerebral Palsied.—A survey by the Coordinating 
Council for Cerebral Palsy in New York City, in which more 
than 497 voluntary and public agencies returned questionnaires, 
disclosed that, although there were 268 agencies with some 
services available to persons with cerebral palsy in New York 
City in 1954, only 70 agencies reported serving 10 or more such 
afflicted persons in that year. As an outgrowth of the survey, 
the Coordinating Council for Cerebral Palsy is publishing a 
directory of services available to persons with cerebral palsy. 
which will list more than 200 agencies and describe programs. 
admission policy, and method of referral. Services for the re- 
tarded, blind, and hard of hearing will be included as well as 
medical, psychological, vocational, and recreational services. 
The directory (cost, 50 cents) will be available at the offices of 
the council, 47 W. 57th St., New York 19. 


Hespital News.—A grant of $250,000 has been made to Lenox 
Hill Hospital from the estate of Alfred H. Caspary, New York 
stockbroker and philanthropist. The trustees have voted to apply 
it toward the hospital's 10-million-dollar second-century develop- 
ment program, bringing the fund to $1,730,000. The hospital's 
development program was launched a year ago to effect a 
thorough modernization of Lenox Hill’s square block area be- 
tween Lexington and Park avenues at 76th and 77th streets. 
The program calls for the replacement of all the hospital’s older 
structures with new units. The first of these is scheduled for 
completion in 1957, when Lenox Hill will celebrate its 100th 
anniversary. Dr. George E. Armstrong, vice-chancellor for 
medical affairs of New York University and director of New 
York University-Bellevue Medical Center, and Dr. Randolph A. 
Wyman, medical superintendent, Bellevue Hospital Center, an- 
nounce the opening of a special ward for the treatment of chil- 
dren with acute poliomyelitis. The new, air-conditioned unit 
contains treatment rooms, laboratories, and separate quarters 
for isolation facilities. The unit, which will be under the direc- 
tion of Dr. L. Emmett Holt Jr., chairman, department of pedi- 
atrics of New York University College of Medicine, was made 
possible through the interest of the Sister Elizabeth Kenny 
Foundation and a special gift of $60,000 from the Charles A. 
Dana Foundation of New York. A grant-in-aid from the Sister 
Elizabeth Kenny Foundation will provide funds for special care 
and study in collaboration with the New York University Post- 
Graduate Medical School department of orthopedic surgery, 
under the chairmanship of Dr. Walter A. L. Thompson, and 
Dr. Marvin A. Stevens, assistant clinical professor, and the 
department of neurosurgery, under the chairmanship of Dr. 
Thomas I. Hoen. It is anticipated that, during the winter and 
spring months when cases of poliomyelitis are at a minimum, the 
facilities will be used for treatment of other contagious diseases. 


OKLAHOMA 

University News.—The University of Oklahoma School of 
Medicine, Oklahoma City, has received a two-year grant (total- 
ing $25,148) from the National Institutes of Health to study the 
relationship between stressful life experiences and fat changes 
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in the blood. The work will be conducted by Dr. Stewart G. 
Wolf Jr., head of the department of medicine, and Dr. James F. 
Hammarsten, associate professor of medicine. 


Expansion of Psychiatric Facilities —The teaching of psychiatry 
has been expanded at the University of Oklahoma School of 
Medicine, Oklahoma City, with the opening of the first 20 of 60 
neuropsychiatric beds at University Hospitals and the use of 
114 affiliated beds at the Oklahoma City Veterans Administra- 
tion Hospital and with the appointment of two full-time associate 
professors of psychiatry: Dr. Donald C. Greaves and Dr. 
John Gussen, both formerly affiliated with the Payne-Whitney 
Clinic in New York City. Dr. Gussen taught at Stockholm’s 
Karoline University Hospital before coming to Oklahoma. 


PENNSYLVANIA 


Prize for Pediatric Residents and Interns.—The Philadelphia 
Pediatric Society offers a prize of $100 for the best paper sub- 
mitted by an intern or a pediatric resident at any hospital in 
the Philadelphia area on any subject related to pediatrics, either 
of clinical or of research nature. Papers should be submitted 
to the secretary of the society by April 1, 1956. The award will 
be presented at the regular meeting of the society in May, 1956. 


Philadelphia 


Martin Oration by Vice-Admiral McIntire.—At a dinner given 
by the Philadelphia Proctologic Society in the Union League 
Club of Philadelphia Jan. 14, 1956, the Collier Ford Martin 
Oration, “The White House Physician and the Crowded Years,” 
will be presented by Vice-Admiral Ross T. Mclintire, U. S. 
Navy, retired. Cocktails at 6:30 p. m. will precede the dinner. 
Reservations ($12.50 per person) may be made through Dr. 
George I. Israel, 255 S. 17th St., Philadelphia 3. 


University News.—Academic courses leading to the degree of 
master of science and doctor of philosophy in the basic medical 
sciences have been established at Hahnemann Medical College 
and Hospital of Philadetphia. The program is intended for quali- 
fied college graduates who are planning a career in teaching and 
research. Information may be obtained from M. John Boyd, 
Ph.D., Chairman of the Graduate Committee, Hahnemann 
Medical College, 235 N. Sth St., Philadelphia 2. At the 
108th annual commencement exercises of Hahnemann Medical 
College and Hospital of Philadelphia, honorary degrees were 
presented to Dr. Frank Brown Berry, New York, Assistant 
Secretary of Defense, Health and Medical, who spoke on “Rela- 
tionship of Behavioral Sciences to Professional Education” and 
was awarded the degree of doctor of laws; Dr. William Nimon 
Parkinson, dean, Temple University School of Medicine, who 
received a doctorate of humane letters; and Drs. Charles Sher- 
wood Cameron, New York, medical director of the American 
Cancer Society, and Charles L. Brown, then dean, Hahnemann 
Medical College and Hospital of Philadelphia, who were 
awarded the degree of doctor of science. Temple University 
School of Medicine announces the following staff appointments: 
Drs. Clarence R. Parker, instructor in psychiatry; Margaret N. 
Dealy, instructor in psychiatry; Henry Harris Perlman, assistant 
professor of dermatology; Charles Harris, instructor in medicine; 
Richard T. Ellison Jr., assistant instructor in pediatrics; Nancy 
N. Huang, associate in pediatrics; and Georgiana M. Peacher, 
Ph.D., associate professor of phoniatrics in the department of 
bronchoesophagology. The following faculty members have 
been advanced in academic rank: Drs. Robert Robbins, professor 
of radiology; Heath D. Bumgardner, associate in obstetrics- 
gynecology; Frank S. Deming, associate in obstetrics-gynecology: 
Arthur F. Seifer, assistant professor of orthopedics; Howard H. 
Steel, associate in orthopedics: Samuel L. Cresson, associate in 
surgery; Richard S. Oakey, associate in plastic and reconstructive 
surgery; Thomas C. McAuliffe, instructor in surgery; John H. 
Wolf, instructor in surgery: Henry Baird, associate in pediatrics; 
Arthur FE. McElfresh, associate in pediatrics; and Stanley J. 
Rugel, instructor in pediatrics. 


TEXAS 

Cancer Fellowships and Residencies.—The University of Texas 
M. D. Anderson Hospital and Tumor Institute announces that 
facilities and equipment for therapy and research in the field of 
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malignant diseases are provided for qualified applicants seeking 
training and research opportunities in oncology. Fellowships and 
residencies are under the auspices of the University of Texas 
Postgraduate School of Medicine. For information write to Dr. 
Grant Taylor, Office of Fducation, University of Texas M. D. 
Anderson Hospital and Tumor Institute, Texas Medical Center, 
Houston 25. 


VIRGINIA 


Award for Community Service.—At a luncheon in New York 
City, Nov. 17, the Virginia Council on Health and Medical Care 
of Richmond was announced as winner in the group division of 
the 1954 Lane Bryant Annual awards for community service. 
Two awards of $1,000 are given—one to an individual and one 
to a group for the most outstanding volunteer service rendered 
during the past year. In competition with 700 other organiza- 
tions, the Virginia Council on Health and Medical Care received 
the award for its medical program, which informs the public of 
the health problems facing them, works with county groups to 
improve and understand existing health facilities, and sets up 
programs to attract young physicians to rural areas. In 1954, 
more than 300 physicians and 78 communities sought the coun- 
cil’s help in “getting together,” and 35 physicians moved to Vir- 
ginia as a result of this service. To alleviate the shortage of 
doctors in rural areas, the council encouraged a program whereby 
interns from two teaching centers in Virginia would spend from 
two to three months in one of the rural hospitals. It also pro- 
vided 50 medical scholarships of $1,000 a year, which stipulated 
that a recipient of a grant must practice in a rural area for each 
year he holds the scholarship. Dr. Henry B. Mulholland, Char- 
lottesville, vice-chairman of the A. M. A. Council on Medical 
Service, served as the first chairman of the Virginia Council on 
Health and Medical Care and is now its honorary chairman. 


GENERAL 


Phi Lambda Kappa Convention.—For the first time the Phi 
Lambda Kappa Medical Fraternity will hold its annual conven- 
tion in New Jersey, Dec. 29-31, at the President Hotel in Atlan- 
tic City. The fraternity, which has a membership of more than 
5,000 in 22 alumni clubs and 16 active undergraduate chapters, 
will devote many of its sessions to projects such as student loan 
funds in the United States, scholarships, and textbooks for Israeli 
students. At the formal dinner, Dec. 30, a gold medal will be 
presented to a medical scientist of international renown. The 
social program includes a Mardi Gras dinner and dance Thurs- 
day, the annual banquet Friday, and a New Year's Eve dinner 
and dance Saturday. 


Fellowships for Psychiatrists.—A three-year fellowship program 
designed for staff psychiatrists in public mental hospitals and 
schools for the retarded has been announced by the American 
Psychiatric Association and the Smith, Kline & French Foun- 
dation of Philadelphia. From 6 to 12 fellowships will be 
awarded under a $90,000 grant by the Smith, Kline & French 
Foundation. Applicants are expected to submit a “fellowship 
project” entailing education, training, and experience in any of 
a number of specialties to the fellowship committee of eight 
psychiatrists. Details of the fellowships may be obtained from 
Smith, Kline & French Fellowship Committee, American Psy- 
chiatric Association, 1785 Massachusetts Ave., N. W., Wash- 
ington 6, D. C. 


Cancer Research Fellowships.—The Damon Runyon Memorial 
fund announces current allocations of $100,950, including nine 
cancer research fellowships. In the nine-year history of the fund, 
allocations have been made through 581 grants and 328 fellow- 
ships in 203 institutions in the 48 states, the District of Columbia, 
and 16 foreign countries. The new grants include: $16,900 to 
the Michael Reese Hospital, Chicago, where Dr. Albert Tannen- 
baum is conducting a project for the third successive year on 
“Factors Controlling the Genesis of Neoplasms”; $10,000 to the 
University of Chicago for cancer research under the direction of 
Dr. Charles B. Huggins; and $14,000 to the Stanford University 
School of Medicine, San Francisco, for a project, “Intermediate 
Phases in Lymphoid Tumor Induction.” 
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Atomic Energy Advisory Group.—The U. S. Atomic Energy 
Commission, Washington 25, D. C., has appointed a 12-member 
advisory committee of state officials to consult with the commis- 
sion on regulations concerning health and safety aspects of pri- 
vate atomic energy activities. The committee members, who 
represent state agencies such as health, labor, public utility, and 
legal departments, include Drs. Daniel Bergsma, New Jersey 
commissioner of health, Trenton; Roy L. Cleere, executive direc- 
tor, Colorado State Department of Public Health, Denver; Irving 
R. Tabershaw, director, division of industrial hygiene, New York 
State Department of Labor. New York City; Albert E. Heustis, 
commissioner, department of health, Lansing, Mich.; and Arthur 
B. Welsh, medical coordinator for civil defense, Department of 
Health of Pennsylvania, Harrisburg. 


Intestinal Research Inastitute—The Intestinal Research Institute 
has been incorporated in New York state as a nonprofit educa- 
tional research foundation for the study of intestinal diseases. 
The incorporators are Drs. Earl J. Halligan, Jersey City, N. J., 
Alfred J. Cantor, Flushing, N. Y., Louis Wegryn, Elizabeth, 
N. J., and Paul Lahvis, Gowanda, N. Y. An initial project on 
the possible virus etiology of ulcerative colitis is planned. A 
research laboratory for study of the etiology and pathogenesis 
of ulcerative colitis has been established at 147-41 Sanford 
Avenue, Flushing, N. Y., headquarters of the International 
Academy of Proctology. Intestinal Research Institute funds will 
come primarily from contributions and grants. Physicians are 
invited to become contributing founders. For details write to the 
Intestinal Research Institute, Office of the Director, 147-41 
Sanford Avenue, Flushing, L. 1, New York. 


Fellowships in Pediatric Rehabilitation. Dr. George G. Deaver, 
director, Children’s Division, Institute of Physical Medicine and 
Rehabilitation, New York University-Bellevue Medical Center, 
and Mr. Leonard W. Mayo, director of the Association for the 
Aid of Crippled Children, jointly announce the availability of 
fellowships for graduate social workers in the field of pediatric 
rehabilitation. These fellowships provide from 6 to 12 months 
of planned experience that will cover all aspects of rehabilita- 
tion for physically handicapped children and adults and include 
direct services to the individual and his family, observation 
visits to appropriate community agencies, attendance at special 
lectures and educational institutes, and participation in. staff 
conferences. The Children’s Division uses the “Multiple Dis- 
cipline Team Approach” for evaluation, program planning, and 
provision of services on both inpatient and outpatient basis. The 
fellowships ($250 a month) are open to graduates of approved 
schools of social work who have had a minimum of two years 
of paid experience in a social agency, preterably in a hospital 
setting. Applications may be made to Miss Florence I. Mosher, 
Children’s Division, the Institute of Physical Medicine and 
Rehabilitation, 400 F. 34th St., New York 16. 


Annual Crumbine Awards.— The first annual national awards in 
memory of Dr. Samuel J. Crumbine, established by the public 
health committee of the Paper Cup and Container Institute, were 
presented to the New York City Department of Health and the 
Cowlitz-Wahkiakum District Health Department of the State ot 
Washington, Nov. 15, at the annual meeting of the American 
Public Health Association in Kansas City, Mo. The New York 
City Department of Health, under the direction of Dr. Leona 
Baumgartner, was honored for “outstanding achievement in the 
development of a comprehensive program of environmental 
sanitation,” and the Cowlitz-Wahkiakum department, headed by 
Dr. Donald Champaign, Longview, Wash., for “outstanding 
achievement in the development of a program of eating and 
drinking sanitation.” The winning departments each received a 
plaque bearing a bronze medal and an inscribed plate, and mem- 
bers of the departments instrumental in carrying out the winning 
programs received individual medals, reproducing the medal 
appearing on the plaque. Dr. Crumbine, who died last year at 
the age of 91, was instrumental in crusades against the germ- 
carrying roller towel, the common drinking cup, and the housefly. 


Trudeau Fellowships. 


The American Trudeau Society, medical 


section of the National Tuberculosis Association, provides a 
number of resident fellowships to promote the training of clin- 
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icians, medical teachers, and administrators in the field of tuber- 
culosis and related pulmonary diseases. Awards are open to 
citizens of the United States for work within this country. 
Candidates should hold the degree of doctor of medicine. Pref- 
erence will be given to those not more than 30 years of age. 
Awards are made for graduate study in internal medicine in an 
approved hospital. The American Board of Internal Medicine 
will accept One such year as part of the prerequisite training for 
certification in internal medicine and in pulmonary diseases. 
Applications must be received by Feb. 1. Appointments may 
begin on any date, and the applicant may choose the hospital in 
which he wishes to study. 

A few fellowships at a higher level of training and award 
are Offered to specially qualified candidates who have been 
assured of a continued teaching appointment on completion of 
training. For particulars write the Director of Medical Educa- 
tion, American Trudeau Society, c/o the Henry Phipps Institute, 
Seventh and Lombard streets, Philadelphia 47. 


Genitourinary Disease Awards.—Francis Amory prizes of $3,500 
each, for the discovery of measures for the relief or cure of 
genitourinary diseases, were awarded by the American Academy 
of Arts and Sciences in Boston, Oct. 5, to the following: 

Frederic E. B. Foley, St. Paul, for inventive and surgical genius pro- 
ductive of contrivances, instruments, and operations of great value. 

Choh Hao Li, Ph.D., Berkeley, Calif., for work on the relation of the 
anterior pituitary hormones to the functioning of the human repro- 
ductive organs. 

Thaddeus R. R. Mann, Cambridge, England, for contributions in the 
rapidly expanding field of biochemistry of reproductive functions 
providing basic data stimulating research and clinical progress. 

Terence J. Millin, London, England, for contribution to surgery by 
devising the technique of retropubic prostatectomy for benign hyper- 
plasia of the prostate and for adapting this technique to radical pros- 
tatectomy and vesiculectomy for the cure of cancer of the prostate. 

Warren QO. Nelson, Ph.D., lowa City, for studies of the structural rela- 
tionships of the male sex organs and of the factors that determine 
the functional activities of the various components thereof. 

Frederick J. Wallace, New York City, for cooperation with the uro- 
logical profession in developing diagnostic and therapeutic instruments 
which have contributed to the technical advances in this specialty. 

Lawson Wilkins, Baltimore, for his contributions to fundamental know!- 
edge of growth and development of secondary sex characteristics in 
man and his brilliant application of adrenal cortical hormone to their 
management and treatment. 


Awards in Poliomyelitis——The National Foundation for Infan- 
tile Paralysis (120 Broadway, New York 5) has announced 
grants totaling $1,372,513 for professional education in selected 
fields. The new awards bring to a total of $21,562,456 the 
March of Dimes funds authorized since 1938 for the foundation’s 
comprehensive program of professional education. In all, 5,334 
scholarships and fellowships have been awarded from 1938 
through Aug. 30, 1955. Of the $1,372,513 newly authorized, 
$681,513 was granted to medical schools, universities, hospitals, 
and professional associations throughout the United States, and 
$691,000 was appropriated for March of Dimes fellowships and 
scholarships. The foundation announces that 151 students were 
recently awarded scholarships to complete their studies in physi- 
cal therapy, bringing the total number of such scholarships 
awarded by the foundation since 1942 to 2,365, for which almost 
3 million dollars had been appropriated. The present scholarship 
students are residents of 34 states, the District of Columbia, and 
the Territory of Hawaii and are studying in 25 approved schools 
of physical therapy. The foundation has awarded scholarships 
for the current year to 56 students to complete their education 
in medical social work. The total number of such scholarships 
awarded by the foundation since 1944 is now 681, for which 
almost One million dollars was authorized. The present scholar- 
ship recipients are residents of 24 states and are studying in 19 
of the schools of social work offering an approved curriculum in 
medical social work. 


Albert Lasker Awards.—-At tts annual meeting in Kansas City, 
Mo., the American Public Health Association presented the 1955 
Albert Lasker awards for outstanding achievement in medical 
research and public health administration to the following re- 
cipients: 

Karl Paul Link, Ph.D., professor of biochemistry, University of Wis- 
consin, Madison, for “‘fundamental contributions to our understanding 
of the mechanism of blood clotting and for the development of 
methods for the improved treatment of thrombo-embolic conditions.” 
Dr, Link is the discoverer of the anticoagulant, bishydroxycoumarin. 
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Dr. Robert D. Defries, director, the Connaught Research Laboratories, 
University of Toronto Faculty of Medicine, Canada, for ‘‘distinguished 
leadership’ in the development of preventive medicine and public 
health in Canada. The laboratories, under Dr. Defries, prepared and 
Supplied nearly all the virus used in the field trials of the Salk potio- 
myelitis vaccine in 1954, 


Dr. C. Walton Lillehei, associate professor of surgery, University of 
Minnesota Medical School, Minneapolis, jointly with Drs. Morley 
Cohen, Herbert E. Warden, and Richard L. Varco, of the same insti- 
tution, for “advances in cardiac surgery making possible more direct 
and safer approaches to the heart.’’ Dr. Lillehei and his associates 
Originated the “‘cross-circulation” surgical technique for the correction 
of congenital heart defects. 
The Menninger Foundation and Clinic, Topeka, Kan., group award 
citing Drs. Karl A. and William C. Menninger for ‘ta sustained and 
highly productive attack against mental diseases, bearing fruit in 
better hospitals, better trained staffs and greatly improved care of 
the patient.” 
The Nursing Services of the U, S. Public Health Service, Washington, 
D. C., group award citing the Misses Lucile Petry Leone, Pearl 
McIver, and Margaret Arnstein, for “distinguished contributions to 
the advancement and well-being of the nation” through their leader- 
ship in public health nursing. 
A team of tuberculosis researchers, group award to Drs. Walsh McDer- 
mott and Car! Muschenheim, New York Hospital-Cornell Medical 
Center, New York, Drs. Edward H. Robitzek and Irving J. Selikoff, 
Sea View Hospital, Staten Island, N. Y., together with Hoffmann- 
La Roche Research Laboratories, Nutley, N. J., and the Squibb Insti- 
tute for Medical Research, New Brunswick, N. J., for “contributions 
of the first order to our knowledge of the principles of the treatment 
and contro! of tuberculosis” with the isoniazid drugs. 
The individual winners received prizes of $1,000, citations, 
and gold statuettes of the Winged Victory of Samothrace. 


Course in Diabetes and Metabolic Problems.—The American 
Diabetes Association will offer its fourth postgraduate course in 
diabetes and basic metabolic problems at the Statler Hilton 
Hotel, Dallas, Texas, Jan. 25-27, 1956. The course will be under 
the directorship of Dr. Edwin L. Rippy, associate professor of 
clinical medicine, Southwestern Medical School of the University 
of Texas and Baylor University Hospital, Dallas. The fee for 
members of the association is $40; for nonmembers, $75. Grad- 
uate students, fellows, residents, interns, and medical students 
engaged in full-time study in medicine and allied sciences in the 
local schools and hospitals may attend without charge on pres- 
entation of a letter requesting their admission from their dean 
or the head of their department or service. Round-table lunch- 
eons (by subscription) will be held daily, 12:15-2:15 p. m. On 
Wednesday the luncheon guests will be Dr. Charles H. Best, 
Toronto, Canada; Dr. Arthur Grollman, Dallas, Texas; Mor- 
ton F. Mason, Ph.D., Dallas, Texas; Dr. Jerome W. Conn, Ann 
Arbor, Mich.: and Dr. W. Stanley Hartroft, St. Louis. On Thurs- 
day a panel discussion, “Diabetes and Pregnancy,” will be pre- 
sented by Drs. Priscilla White, Boston; Blair Holcomb, Port- 
land, Ore.;: George M. Guest, Cincinnati; Robert L. Jackson, 
Columbia, Mo.; and Jules W. Vieaux, Dallas, Texas. Luncheon 
guests on Friday will be Dr. Best; Drs. Henry M. Winans and 
Everett C. Fox, Dallas, Texas; Dr. Beverly Chew Smith, New 
York; Dr. E. Paul Sheridan, Denver; and Dr. Garfield G. Dun- 
can, Philadelphia. Dr. Edward L. Bortz, Philadelphia, will pre- 
side at the banquet Wednesday, 7:30 p. m. On Thursday a social 
hour at 6:30 p. m. will be sponsored by the Dallas Diabetes 
Association and Dallas Academy of Internal Medicine. Multiple 
informa! seminars will be conducted Friday, 3:45 p. m. At 8 
p. m. the Dallas Diabetes Association will present a panel, with 
Dr. Best, Dr. Henry T. Ricketts, Chicago, president of the na- 
tional association, and Drs Randall G. Sprague, Rochester, 
Minn., Alexander Marble, Boston, and Thomas P. Sharkey, 
Dayton, Ohio, as collaborators. 


Society News.—The American Board of Pathology recently 
elected the following officers: Dr. Shields Warren, Boston, presi- 
dent; Dr. William B. Wartman, Chicago, vice-president; and Dr. 
Edward B. Smith, Indianapolis, secretary-treasurer. The re- 
cently organized American Society for the Aged has established 
offices at 590 Fifth Ave., New York 36. Dr. Edmund V. Cow- 
dry Jr., Washington University School of Medicine, St. Louis, 
is chairman of the scientific committee.——Officers of the Amer- 
ican Association of Medical Clinics include: Di. R. Franklin 
Jukes, Akron, Ohio, president; Dr, G. Gordon McHardy, New 
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Orleans, vice-president and president-elect; and Dr. Harold D. 
Caylor, Bluffton, Ind., secretary-treasurer. The 1956 meeting 
will be held in Washington, D. C., Oct. 26-28. Newly elected 
Officers of the Southwestern Medical Association include: Dr. 
John H. Dettweiler, Albuquerque, N. Mex., president; Dr. Celso 
C. Stapp, El Paso, Texas, president-elect; Dr. Ernest W. Lander. 
Roswell, N. Mex., vice-president; and Dr. Russell L. Deter, EF! 
Paso, Texas, secretary-treasurer. The 1956 meeting will be held 
in Albuquerque, N. Mex. Newly elected officers of the Asso- 
ciation of State and Territorial Health Officers include: Dr. 
Daniel Bergsma, Trenton, N. J., president; Dr. Grady F. 
Mathews, Oklahoma City, vice-president; and Dr. Franklin D. 
Yoder, Cheyenne, Wyo., secretary-treasurer. Newly elected 
officers of the Clinical Orthopaedic Society include: Dr. 1. S. Mc- 
Reynolds, Houston, Texas, president; Dr. Wallace S. Duncan, 
Cleveland, vice-president; and Dr. Marcus J. Stewart, Memphis, 
Tenn., secretary-treasurer. The 1956 meeting will be held in 
Cleveland. The Central Society of Nuclear Medicine, re- 
cently organized as a regional society to encourage and promote 
interest, work, and investigation in nuclear medicine, is open 
to physicians and other professional workers in the field. It is 
planned to have three meetings per year. The following officers 
were elected at the first meeting: Dr. Irvin F. Hummon Jr., 
Chicago, president, Donalee Tabern, Ph.D., North Chicago, 
Ill., vice-president, Dr. Ervin Kaplan, Hines, IIl., treasurer, and 
Robert S. Landauer, Ph.D., Chicago, secretary. All those inter- 
ested are invited to contact the secretary: Robert S. Landauer, 
Ph.D., Radiation Center Building, 1903 W. Harrison St., Chi- 
cago 12. 


CORRECTION 


Intravenous Cholecy giography.—lIn the article entitled 
“Intravenous Cholecystocholangiography” in THE JouRNAL, Dec. 
3, 1955, page 1351, the seventh line from the top of the left- 
hand column should be as follows: “intradermal and intravenous 
sensitivity tests should be.” 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 

Dearborn St., Chicago 10, Secretary. 

1956 Annual Meeting, Chicago, June 11-15. 

1956 Clinical Meeting, Seattle, Nov. 27-30. 

1957 Annual Meeting, New York, June 3-7. 

1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Sheraton-Cadillac Hotel, 
Detroit, Jan. 23-24. Mr. Clark D. Bridges, 535 N, Dearborn St., 
Chicago 10, Acting Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 11-14. Dr. Edward L. Turner, 535 North Dearborn St., 
Chicago 10, Secretary. 


AMERICAN ACADEMY OF ALLERGY, Chase Hotel, St. Louis, Feb. 6-8. Dr. 
Francis C. Lowell, 65 East Newton St., Boston, Secretary. 

AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, Netherlands-Plaza Hotel, 
Cincinnati, Feb. 15-17, Dr. Leonard J. Goldwater, 600 W. 168th St.. 
New York 32, Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 28-Feb. 2. Dr. John R. Norcross, 122 South Michigan Blvd., 
Chicago 3, Secretary. 

AMERICAN COLLEGE OF Rapb!o._oOGy, Drake Hotel, Chicago, Feb. 10-11. 
Mr. William C. Stronach, 20 North Wacker Drive, Chicago 6, Execu- 
tive Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HaND, Chicago, Jan, 27. Dr. 
George V. Websier, 1145 East Green St., Pasadena 1, Calif., Secretary. 

EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LoGicaL Society, Boston, Jan. 13. Dr. John A. Murtagh, Dartmouth 
College, Hanover, N. H., Vice President. 

Los ANGELES MipwintErR Mepbicat CONVENTION, Biltmore Hotel, Los 
Angeles, Jan. 3-5. Dr. Paul D. Foster, 1925 Wilshire Blvd., Los Angeles 
58, General Chairman, 

Mepicat Society Executives CONFERENCE, Drake Hotel, Chicago, Feb. 
6-8. Mr. H. Martin Baker, 1102 South Hillside, Wichita 17, Kansas, 
Secretary. 
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MIDDLE SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTo- 
LOGICAL Society, Netherland Plaza, Cincinnati, Jan. 16. Dr. William 
H. Craddock, 2328 Auburn Ave., Cincinnati 19, Vice President. 

NEUROSURGICAL SOCIETY OF AMERICA, Hotel Key Biscayne, Key Biscayne, 
Miami, Fla., Jan. 18-21. Dr. Lester A. Mount, 700 West 168th St., 
New York 32, Secretary. 

NorTHWEST SoctetTy FOR CLINICAL RESEARCH, University of Oregon Med- 
ical School, Portland, Ore., Jan 21. Dr. Arthur L. Rogers, 1216 S.W. 
Yamhill St., Portland 5, Ore., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

SHREVEPORT, La., Jan. 14. Dr. M. D. Hargrove, 803 Jordan St., Shreve- 
port, La., Governor. 

PHILADELPHIA, Jan. 20. Dr. Thomas M. McMillan, 330 South 9th St., 
Philadelphia 7, Governor. 

SASKATOON, SASK., Feb. 3-4. Dr. C. H. A. Walton, Winnipeg Clinic, 
Winnipeg, Man., Canada, Governor. 

Tucson, Ariz., Feb. 11. Dr. Leslie R. Kober, 15 East Monroe St., 
Phoenix, Ariz., Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

JACKSONVILLE, Fia., Hotel George Washington, Jan. 16-18. Dr. Kenneth 
A. Morris, 2522 Oak St., Jacksonville 4, Fla., Chairman. 

PHILADELPHIA, The Bellevue-Stratford, Feb. 13-16. Dr. Calvin M. Smyth 
Jr., Abington Memorial Hospital, Abington, Pa., Chairman. 

Society OF UNIVERSITY SURGEONS, Hotel Claypool, Indianapolis, Feb. 
&-10. Dr. C. Rollins Hanlon, 1325 South Grand Blvd., St. Louis 4, 
Secretary. 

SoutH ATLANTIC ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Hollywood Beach Hotel, Hollywood, Fla., Jan. 28-Feb. 1. Dr. C. H. 
Mauzy, Bowman Gray School of Medicine, Winston-Salem, N. C., 
Secretary. 

SOUTHERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Jung 
Hotel, New Orleans, Jan. 20. Dr. John H. Moyer, 1200 M.D. Anderson 
Bivd., Houston, Texas, Secretary. 


SOUTHERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, The Shamrock, Houston, Texas, Jan. 27-28. Dr. J. M. 
Robison, 1304 Walker Ave., Houston 2, Texas, Chairman. 

U. S. SECTION, INTERNATIONAL COLLEGE OF SURGEONS, REGIONAL MEETING, 
Greenbrier Hotel, White Sulphur Springs, W. Va., Feb. 12-15. Dr. E. 
G. Gill, 711 South Jefferson St., Roanoke, Va., Chairman. 


WESTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Golden Bough Theater, Carmel, Calif., Jan. 26. Dr. Charles M. Gross- 
man, 301 Selling Bldg., Portland 5, Ore., Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OrtTo- 
LOGICAL Society, County Medical Society Bldg., San Francisco, Jan. 21. 
Dr. David D. DeWeese, 1216 S.W. Yamhill St., Portland, Ore., Vice 
President. 


WESTERN FOR CLINICAL RESEARCH, Carmel-by-the-Sea, Calif., 
Jan, 27-28. Dr. Arthur J. Seaman, University of Oregon Medical School, 
Portland 1, Ore., Secretary. 


FOREIGN AND INTERNATIONAL 

Att INDIA MEDICAL CONFERENCE, Jaipur, India, Dec. 26-28. Dr. B. N. 
Consul, Association Bldg., S.M.S. Hospital Premises, Jaipur, India, 
Organizing Secretary. 

CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956. 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 

COGNFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Rome, Italy, April 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1**, France, Secretary-General. 


CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SoOcIETY, Miami Beach, 
Fla., U.S.A., April 9-12, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U.S. A. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snelimansgatan 16 C 36, Helsinki, Finland. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 


CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Somerset, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. Dr. C. Moloney, 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 


CONGRESS OF LATIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956. 
Prof. Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Florence, Italy, Secretary-General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 

EUROPEAN SYMPOSIUM ON VITAMIN By, Hamburg, Germany, May, 1956. 
For information write: Doz. Dr. H. Bauer, Nervenklinik, Hamburg- 
Eppendorf, Germany. 

HEALTH CONGRESS, ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, Black- 
pool, England, April 24-27, 1956. Mr. P. Arthur Wells, 90 Buckingham 
Palace Road, London S.W. 1, England, Secretary. 
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INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMY OF PATHOLOGY, Cincinnati, Ohio, U. S. ” 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute o 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre l’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 

INTERNATIONAL CONGRESS ON ANIMAL REPRODUCTION, Arts School, Univer- 
sity of Cambridge, Cambridge, England, June 25-30, 1956. Dr. Joseph 
Edwards, Production Division, Miik Marketing Board, Thames Ditton, 
Surrey, England, Hon. Secretary. 

INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sct- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A,, 
Secretary-General. 

INIERNATIONAL CONGRESS OF DeETETICS, Congress Palace, Esposizione 
Universale Roma, Rome, Italy, Sept. 10-14, 1956. Prof. E. Serianni, 
Associazione Dietetica, Italiana, via dei Penitenzieri N. 13, Rome, Italy, 
Secretary General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St., 
Chicago 11, Illinois, U. S. A., Executive Director. 

INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bidg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 

INTERNATIONAL CONGRESS FOR THE HiIstorY OP SCIENCE, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN GENETICS, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 

INTERNATIONAL CONGRESS OF HyDATID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNAL Mepicine, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INIERNATIONAL CONGRESS OF NeEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 

INI ERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHysiICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

IN, ERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 


INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956, For information address: Miss Mildred Elson, American Physical 
Therapy Association, 1790 Broadway, New York 19, New York, U.S. A. 

INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956. For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 

IN|ERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium, 

IN| ERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and QO), France, Permanent International 
Secretary-General. 

LATIN AMERICAN CONGRESS OF PHysICAL MEDICINE, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Cassius Lopez de 
Victoria, 176 East 71st St., New York 21, New York, U.S. A., Exec- 
utive Director, 


MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENERAL 
ASSEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-23, 1956. 
Dr. Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary. 

Mipp._e East Mepicat ASsemMBLy, Campus, American University of Beirut, 
Beirut, Lebanon, April 7-9, 1956. Dr. Virgil C. Scott, American Uni- 
versity of Beirut, Beirut, Lebanon, Chairman. 

NATIONAL CONGRESS OF PepriaTrics, Cuidad Universitaria, Mexico D.F., 
Mexico, May 1-5, 1956. Dr. Ignacio Avila Cisneros, Calzada de 
Madereros No. 240, Mexico 18, D.F., Mexico, Coordinator. 

NORTH QUEENSLAND MEDICAL CONFERENCE, Cairns, North Qucensiand, 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary. 
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PAN-AMERICAN ACADEMY OF GENERAL Practice, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Arturo Martinez, 
54 East 72d St., New York 21, New York, U. S. A., Secretary. 

PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Havana, Cuba, Jan. 20- 
27, 1956. For information address: Dr. Norberto M. Stapler, 1267 
J. E. Uriburu, Buenos Aires, Argentine, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 


PAN AMERICAN CONGRESS OF OTORHINGLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, San Juan, Puerto Rico, April 8-12, 1956. Dr. C. E. Munoz 


MacCormick, Apartado 9111, Santurce 29, Puerto Rico, Secretary 


General. 
PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
956 


. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 


WorLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. Dr. Maxwell Roland, 114-20 Queens Boulevard, Forest Hills 75, 
New York, N. Y., U. S. A., Chairman, Liaison Committee. 

Wor.LD MEDICAL AssociaTion, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. S. A,, 
Secretary-General. 


EXAMINATIONS 
AND LICENSURE 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations in the 
United States and Canada, July 20. Final date for filing application 
is Jan. 20. Oral. Miami Beach, Mar. 18-22. Sec., Dr. C. B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY. Written. Various 
centers, July 26. Oral. St. Louis, Oct. 12-15. Final date for filing appli- 
cations is April 1. Sec., Dr. B. M. Kesten, One Haven Ave., New 
York 32. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 15, 1956. Final 
date for filing application is May 1. Oral Examinations in 1956. New 
Orleans, Feb. 7-10; Los Angeles, April 12-14; Chicago, June 7-9. Final 
date for filing application for these three oral examinations is Jan. 3. 
New York City, Sept. 21-25. Final date for filing application is April 1. 
Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madison 3, Wis. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written Examination 
and submission of Case Reports. Part 1. Various locations in United 
States and Canada, and military centers outside of the Continental United 
States, Feb. 3, 1956. Final date for filing application was Oct. 1. Oral 
and Pathological Examinations. Part 11. Chicago, May 11-20, 1956, Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. January 24-26, 1956. Prac- 
tical Examination. San Francisco, June 18-21, St. Louis, Oct. 20-25, 
Applications for 1957 written examination must be filed before July 1, 
1956. Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, Portland 
9, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral. Jan. 26-27. Final date 
for filing application was Aug. 15. Part I. Oral and written. Various 
centers, April, 1956. Final date for filing appiication was Nov. 30. Sec., 
Dr. Harold A. Sofield, 116 South Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY. Oral. Montreal, 
6-10. Sec., Dr. Dean M. Lierle, University Hospitals, lowa Cit 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Parts | 
and Il. Chicago, June 16-17. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 


AMERICAN BOARD OF PLastic SurGery. Entire Examination. Buffalo, 
May 13-15. Final date for filing case reports is Jan. 1. Corres. Sec., 
Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York City, 
December, Philadelphia, April 16-18, 1956. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Atlanta, Ga., Mar. 6-10. Final date for 
filing application was Dec. 1.; Chicago, June 5-9. Final date for filing 
applications is Jan. 1.; Los Angeles, Sept. 30-Oct. 4. Final date for 
filing applications is June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel 
Bldg., Rochester, Minn. 


AMERICAN BOARD OF SurGERY: Part I. Centers throughout the United 
States, in Europe and in the Far East, March 28. Closing date for the 
March examination was December 1. Part II. St. Louis, Dec. 12-13; New 
Orleans, Jan 16-17; Los Angeles, Feb. 13-14; San Francisco, Feb. 16-17; 
Durham, March 12-13; Boston, May 14-15 and Philadelphia, June 4-5, 
Sec., Dr. John B. Flick, 255 S. Fifteenth St., Philadelphia 2. 


BoarpD OF THORACIC SURGERY. Written. February 1956. Closing date for 


filing application was Dec. 1. Sec., Dr. William M. Tuttle, 1151 Taylor 
Ave., Detroit 2, Mich. 
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MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 

Dec. 26 
ABC-TV, 8 p.m. EST. “TV Reader's Digest” offers a drama 
based on the experiences of passengers aboard a snow- 
bound train in Donner Pass on Jan. 13, 1952. 

Monday, Jan, 2 
NBC-TV, 11 a. m.-noon. “Home” presents Howard Whit- 
man’s “News of Medicine and Health.” 
NBC-TV, 9 p. m. EST. “Medic” pays tribute to anesthesi- 
ologists in a teleplay titled “A Time for Sleep.” 
ABC-TV, 9:30 p. m. EST. “Medical Horizons” takes its 
remote unit to Jersey City Medical Center for a report on 
research into diseases of the liver. Produced in cooperation 
with the American Medical Association. 


MAGAZINES 
Look, Dec. 27, 1955 


“The Education of Dr. Fuchs” 
Picture story of a Viennese woman doctor who is com- 
pleting her internship at Manhattan’s Beth David Hospital, 
in New York. 

“Crisis,” by Fletcher Knebel 
A detailed account of the first hours after President Eisen- 
hower’s heart attack, including the medical attention given 
to the President and the shock in administrative circles 
caused by the news of his illness. 


Redbook, January, 1956 

“What Your Doctor Should Charge” 

Using what the magazine calls “the first reliable figures on 
medical fees in all sections of the country,” this article 
lists fees for 10 operative procedures and home and office 
calls as charged in 11 large cities across the country. Pur- 
pose of the article, according to the concluding paragraph, 
is to serve as “a challenge to both the medical profession 
and the people it serves to go further in eliminating one of 
the most important sources of friction and misunderstand- 
ing between physicians and patients,” the “mystery” about 
the fees doctors charge for routine cases. 

“How to Stay Healthy This Winter,” by Alton L. Blakeslee 
The author points out that the human body is under a 
greater strain in winter than at any other time of the year 
and lists “precautions” recommended by medical authori- 
ties to guard against added wintertime health hazards. 

Coronet, January, 1956 

“The Miracle of Face Planing,” by Marian and Harold Wolfson 
Dermatologists are using dermabrasion (facial planing with 
a rotating wire brush) for rhinophyma and to remove acne 
scars, moles, wrinkles, and freckles. 

“It's Croup—Be Careful,” by Ralph Bass 
A general discussion of the symptoms of croup, with advice 
on home treatment. 

“Food After 40,” by Bruce Bliven 
Experts in the field of nutrition “believe that if we ate 
proper foods, in proper amounts, all through our lives, we 
would live substantially longer and be much healthier than 
we are now.” The author says that older people need fewer 
calories and should take special care in planning their diets. 

Ladies’ Home Journal, January, 1956 
“Understanding Childhood Nephrosis,” by Peter Briggs 


In a short feature, the author discusses nephrosis in children 
and points out that neither the cause nor a cure is known. 
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DEATHS 


Williams, Horatio Burt, Greenwich, Conn.; born in Utica, N. Y., 
Sept. 17, 1877; Syracuse University College of Medicine, 1905; 
a registered engineer: assistant in physiology at Cornell Univer- 
sity Medical School, New York City, from 1907 to 1911; since 
1942 Dalton professor emeritus of physiology at Columbia 
University College of Physicians and Surgeons, New York City, 
where he joined the faculty as an associate in physiology, later 
became assistant professor, Dalton professor, and for many 
years executive officer of the department; an associate member 
of the American Medical Association and for many years 
member of its Council on Physical Therapy; member of the 
Medical Society of the State of New York, American Society 
of Anesthesiologists, Inc., National Committee on Radiation 
Protection, American Physiological Society, American Physical 
Society, Physical Society of London, Optical Society of America, 
Acoustical Society of America, New York Academy of Medicine, 
Society of American Military Engineers, American Institute of 
Flectrical Engineers, National Society of Professional Engineers, 
Connecticut Society of Professional Engineers, Society of Ex- 
perimental Biology and Medicine, Saint Nicholas Society of 
New York, Psi Upsilon, Nu Sigma Nu, and Alpha Omega Alpha; 
past-president and vice-president of the Columbia chapter of 
Sigma Xi; member of the committee on safety of the American 
Institute of Electrical Engineering: served as a captain in the 
Corps of Engineers of the U. S. Army from 1917 to 1919, when 
he became instructor in the Engineering School; captain in the 
Engineers Reserve Corps from 1919 to 1939; consultant at 
Greenwich (Conn.) Hospital and the Columbia Presbyterian 
Medical Center; director and technical adviser, Cambridge 
Instrument Company; died in the Harkness Pavilion of Colum- 
bia Presbyterian Medical Center in New York City Nov. 1, 
aged 78. 


Fry, Clements Collard # New Haven, Conn.; born in Jersey City, 
N. J., Nov. 15, 1892: Northwestern University Medical School, 
Chicago, 1924; interned at the Louisville (Ky.) City Hospital; 
formerly a resident physician at the Boston Psychopathic 
Hospital: in 1925 assistant in psychiatry at the Harvard Medical 
School in Boston; later joined the faculty of Yale University 
School of Medicine, where he was lecturer in psychiatry and 
psychiatrist-in-chief in the department of university health; 
during World War II served for seven months with the Lend- 
Lease Administration in Washington, and later served also with 
the National Research Council and the department of the Army 
as an adviser on public health, nutrition, and medical supplies. 
in the planning, research, and special problems divisions of 
these agencies: in June, Michigan State College, East Lansing. 
celebrating its centennial, honored him with a centennial award 
for “outstanding contributions to society and for achieving 
distinction in endeavors, and for setting the highest standards 
of accomplishment”; in the fall of this year he received the first 
citation ever awarded by the Connecticut Association for Mental 
Hygiene for his long and distinguished service; visiting psvchi- 
atrist at Wesleyan (Conn.) University from 1927 to 1932; served 
as a trustee of the Fairfield (Conn.) State Hospital: associate 
psychiatrist at the Grace-New Haven Community Hospital 
university service; co-author, with Edna G. Rostow, of “Mental 
Health in College” and of “The Anatomy of Personality” with 
Dr. Howard W. Haggard; died in the Gaylord Farms Sana- 
torium, Wallingford, Nov. 27, aged 63. 

Wilson, Fred Bailey * Beaver, Pa.: born in Beaver Nov. 16, 
1879; University of Pennsylvania Department of Medicine, 
Philadelphia, 1905; past-president of the Beaver County Medical 
Society; for many years president of the Beaver County Tuber- 
culosis Association; for 25 years on the executive committee of 
the state tuberculosis association: fellow of the American 
College of Physicians; member of the founders group of the 
American Board of Internal Medicine; served during World 
War I; largely responsible for the establishment of the Beaver 


# Indicates Member of the American Medical Association. 


County Sanatorium in Monaca, where he was first medical 
director, and at the time of his death consulting director: on 
the medical staff of Providence Hospital in Beaver Falls. 
Rochester (Pa.) General Hospital, where he was chief of staff 
for many years, and the Beaver Valley General Hospital in 
New Brighton, Pa.; died in the Cleveland (Ohio) Clinic Hospital 
Aug. 18, aged 75, of a ruptured arteriosclerotic aneurysm of the 
abdominal aorta. 


Blair, Arless Arland © Fort Smith, Ark.; born in Scranton 
Aug. 21, 1891; University of Tennessee College of Medicine. 
Memphis, 1916; associate clinical professor of medicine at the 
University of Arkansas School of Medicine, Little Rock: spe- 
cialist certified by the American Board of Internal Medicine: 
fellow of the American College of Physicians, of which he was 
governor; past-president of the Sebastian County Medical Society 
and the Sebastian County Tuberculosis Association; for many 
years a member of the school board; served during World 
War I; consultant on internal medicine, Veterans Administration 
Hospital in Fayetteville; affiliated with St. Edward’s Mercy 
Hospital, where he was formerly chief of staff; on the staffs of 
the Crawford County Hospital at Van Buren and the Sparks 
Memorial Hospital: a director of the Superior Savings and 
loan Company: died Oct. 24, aged 64. 


Wolfer, John Adams * Banning, Calif.; born in Decatur, HL. 
Dec. 7, 1880; Northwestern University Medical School, Chicago. 
1908; professor of surgery emeritus at his alma mater, where 
he served as director of the tumor clinic; member of the 
founders group of the American Board of Surgery; member of 
the American Surgical Association; past-president of the Chicago 
Surgical Society; fellow of the American College of Surgeons: 
in 1950 was awarded the honor medallion of the Ilinois Division 
of the American Cancer Society for outstanding work in cancer 
control; formerly chairman of the cancer committee of the 
Illinois State Medical Society; past-president of the Northwestern 
University Medical School Alumni Association: served on the 
staffs of the Passavant Memorial, Wesley Memorial, and Cook 
County hospitals in Chicago; died Nov. 21, aged 74. 


Ramsey, Wayne Stevenson, Shreveport, La.; Harvard Medical 
School, Boston, 1912; member of the Ohio State Medical 
Association; served as president of the Washtenaw County 
(Mich.) Medical Society and as secretary of the Michigan 
Crippled Children Commission; at one time health commis- 
sioner of Greenville, Ohio, and Darke County: in 1944 ap- 
pointed health officer of Deschutes County with headquarters 
in Bend: formerly associated with the U. S. Public Health Serv- 
ice; died in the Willis Knighton Clinic and Hospital Nov. 16, 
aged 69, of hypertensive cardiovascular disease, cerebral throm- 
bosis, and arteriosclerosis. 


Presson, Virgil Guy # Tucson, Ariz.: University of Oklahoma 
School of Medicine, Oklahoma City, 1923: fellow of the Ameri- 
can College of Physicians; past-president of the Pima County 
Medical Society and past vice-president of the Arizona State 
Medical Association; served overseas during World War |; at 
one time practiced in Santa Ana, Calif... where he was health 
officer of Orange County; on the staffs of the Pima County 
General Hospital, Tucson Medical Center, and the St. Mary’s 
Hospital and Sanatorium, where he died Oct. 2, aged 59, of 
acule pancreatitis. 

Alava, Petronio * Wilmington, Del.; Washington University 
School of Medicine, St. Louis, 1923; interned at St. Alexis 
Hospital in Cleveland; fellow of the International College of 
Surgeons; chief of surgery at St. Francis Hospital, where he 
served a residency; died Oct. 11, aged 56, of acute coronary 
thrombosis. 

Bailey, William James, Fort Lauderdale, Fla.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1895: 
fellow of the American College of Surgeons; died in the 
Broward Genera! Hospital Sept. 28, aged 82, of arteréosclerokKic 
heart disease, bronchopneumonia, and cerebral thrombosis. 
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FOREIGN LETTERS 


BELGIUM 


Privileged Communication.—At the Belgo-Luxemburgian Union 
of Penal Law the moral and social value of keeping professional 
secrets was recognized, but it was stated that present legislation 
based on modern sociology sometimes requires exceptions to 
this principle in the interests of society. In the matter of judicial 
inquiries, such as inquests and investigations, some maintain 
that the physician is bound to hold secret only that which is 
revealed to him directly by the patient and not information he 
may have acquired from other sources, or from his examinations. 
If the patient is a minor the jurists believe that the parents have 
the right to know everything from the physician. There was 
some disagreement concerning the seizure of medical documents 
by those legally in authority. The purpose of such papers is to 
help the physician’s memory and as such cannot be taken if the 
physician is a testifying witness; they can be taken only if he 
himself is incriminated. The president of the meeting proposed 
that as a criterion for divulging professional secrets the physician 
should let his conscience be his guide. 


CANADA 


Alberta Medical Insurance Plan.—In 1935 the province of 
Alberta passed a health insurance act that was never put into 
effect and was repealed in 1953. At this time another act to 
provide for hospitalization and treatment services was passed. 
The act permits the government to take care of costs of medical 
care of Alberta residents receiving certain forms of assistance 
or allowances under other provincial acts. Last spring, a section 
of the 1953 act permitting payment of a subsidy to insurance 
organizations providing cover of hospitalization costs was 
amended. The amendment allows the Minister of Health to enter 
into agreement with Medical Services (Alberta), Inc., or any 
insurance organization, company, or society to pay a subsidy 
not exceeding one-third of the cost of a policy or insurance 
scheme covering medical, surgical, or obstetric services, pro- 
vided the cost to the consumer is correspondingly lowered. The 
interesting feature is that specific reference is made to Medical 
Services (Alberta), Inc., a prepaid medical plan sponsored by 
the College of Physicians and Surgeons of the province that 
presently provides comprehensive coverage for over 100,000 
persons. Members choose their own physician, who is paid in 
accordance with a scale of fees set by the college. Specialist 
fees are met to a certain extent. The policy is sold basically to 
groups, members of which are accepted without waiting periods 
or exclusions. An individual contract is available at a higher 
rate and with certain waiting periods, but at present this ar- 
rangement involves only 5% of the contracts. 

It would seem that the government of Alberta regards the 
physician-sponsored Medical Services, Inc., scheme as a suitable 
basis for building up a comprehensive province-wide health in- 
surance program with which commercial insurance organizations 
would have difficulty in competing. The suggestion has been 
made that the payment of a government subsidy of one-third of 
the premium would raise the proportion of the population 
covered for medical care (excluding hospitalization costs that 
are dealt with by other legislation) from its present figure of 
20% to 75%. Although there is some suspicion of offers of 
government subsidy, in the belief that he who pays the piper 
will in the end call the tune, the plan has been received favor- 
ably by the Alberta medical profession. Their representatives, 
who should be in the best position to judge, have indicated their 
willingness to have the plan commence at an early date. Indeed 
the delay in starting the plan, originally timed for April, 1955, 
has not been due to any organized medical opposition. On the 
face of it, the program has the merits of not being compulsory, 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


of making the public pay a substantial share of the cost directly 
to Medical Services, Inc., and of interfering as little as possible 
with the doctor-patient relationship. 


Traffic in Narcotics.—Last spring a committee of 23 senators 
was appointed to study the traffic in narcotics. They found that 
about half the illicit drug traffic in Canada is centered in British 
Columbia. They estimate that there are about 3,000 drug 
addicts in Canada, of whom they class 2,300 as criminal addicts. 
Fortunately, however, there is no teen-age or juvenile addiction 
problem. Heroin is the commonest drug of addiction, mari- 
huana being rarely used. There had been some talk of establish- 
ing narcotics clinics where addicts might legally obtain drugs, 
but the committee condemns this procedure. It recommends 
educational programs for adult groups but discourages any 
activity that might arouse undue curiosity on the part of juveniles 
or other itopressionable persons. It advises greater attention to 
mental health programs in schools, in the hope of averting situ- 
ations leading to addiction. It commends the narcotics research 
in progress in Canada, going so far as to suggest that this 
country could be a mecca for other research workers. It also 
praised the administration of the Opium and Narcotics Drug 
Act by the Division of Narcotic Control in Ottawa. The com- 
mittee was disturbed at the lack of facilities available in Canada 
for the treatment of addicts or for their follow-up and urged 
the immediate provision of such facilities. It wished to see 
penalties for trafficking stiffened, whether the trafficker is an 
addict or not. It also proposed stern measures for the addict 
found in association with juveniles. Although Canada’s narcotics 
problem is relatively small, it requires firm handling now, lest 
it get out of hand. 


ENGLAND 


Cost of Prescription.— Addressing a meeting of the Essex branch 
of the British Medical Association in September, Dr. D. P. 
Stevenson, deputy secretary of the British Medical Association, 
said that the amount of medicine prescribed under the National 
Health Service was being criticized. Although last year the cost 
of these drugs was almost as much as the cost of the family 
physician service, he believes that to charge the medical pro- 
fession with overprescribing is unfair. Physicians are subject to 
severe disciplinary action for overprescribing, but despite this 
provision the number of cases in which penalties have been 
inflicted against physicians has been negligible. Most physicians 
prescribe only such drugs, in such amounts, as they think their 
patients need. A physician’s primary duty is to his patient, and 
the factor of cost should not deter him from doing his duty. This 
was the primary reason for establishing the National Health 
Service. The critics forget that the cost of drugs has shared in 
the general inflation. Furthermore, the cost of some of the most 
effective modern drugs is very high, but, if prescribing such 
drugs enables an illness to be treated at home and prevents one 
more patient’s being sent to the hospital, a financial saving is 
gained. The average age of the population is rising, and older 
people require more frequent treatment and prescribing of medi- 
cine than younger persons. It should be remembered that many 
persons believe that the regular consumption of certain drugs 
is necessary for their well-being. It would be difficult for physi- 
cians to combat this attitude, for the psychological benefits of 
drugs are now well rooted in the public mind. The critics of 
the general practitioner ought, in fairness, to put the cost of 
prescribing against the background of National Health Service 
costs as a whole, especially the heavy costs of the hospital 
service. 


Hospitals Contributory Schemes.—At the Annual Meeting of 
the British Hospitals Contributory Schemes Association in 
September, the Minister of Health showed that, in spite of the 
welfare state, voluntary contributions to hospitals are necessary. 
About 3,750,000 contributors are enrolled in these schemes, and, 
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if dependenis are counted, the population so covered must 
number more than 10 million. The individual hospital schemes 
aim at having as their reserve fund an amount equal to at least 
one year’s Operating expense, to cover such emergencies as an 
influenza epidemic. Fifteen schemes have reached or passed 
that target, and two-thirds of the schemes provide for reserves 
equal to over 75% of one year’s budget, which is a tribute to 
che strength of the movement. The minister believes that the 
state should not try to run a social service wholly by itself. The 
association, in collaboration with the Red Cross and the 
Women’s Voluntary Services, helps to bring the hospitals nearer 
to the community. There are 1,400 hospitals that have their own 
League of Friends or similar organization, but about 1,000 
have no such attachment. 


Alcoholism.—An editorial in the Guy's Hospital Gazette issue 
of June 26, 1955, says that at the casualty department of all 
hospitals a great deal of medical care, nursing time, and the 
country’s money is spent on the care of the drunk and comatose 
and the drunk and injured patient. An instance was cited in 
which one drunken man required the consecutive services of 
two policemen, two ambulance attendants, one emergency room 
porter, two nurses, two dressers, One night assistant house sur- 
geon, one receiving-room house physician, One receiving-room 
house surgeon, one radiographer, and the nursing staff of the 
ward to which he was assigned overnight. In addition, there 
was the cost of the x-ray films, dressings, suture materials, and 
board and lodging. Since this sort of thing goes on in every 
hospital in the country, the hospital service must spend an 
appreciable amount of money in this way every year. The edi- 
iorial urges that an appropriate charge be made in such cases. 


New Antibiotics Plant—A 7 million dollar factory that will 
save Great Britain $5,600,000 a year was opened by Lord 
Brabazon and is producing oxytetracycline and tetracycline. 
Both these drugs were formerly imported from the United States. 
It is estimated that by supplementing hog feeds with oxytetra- 
cycline, farmers can save 14 million dollars a year and 300,000 
acres of land can be freed for crop cultivation. Oxytetracycline 
is beneficial to laying hens and is valuable in the treatment of 
many animal and plant diseases. The drugs produced by the new 
factory will be exported to other sterling area countries. 


Children Act of 1948.—The Conservative Party Conference, 
meeting at Bournemouth, urged the government to consider the 
desirability of amending the Children Act of 1948 and to make 
it clear beyond doubt that the first duty of local authorities is 
to keep children within the family and only as a last resort to 
take them into protective custody. Local authorities should be 
required to appoint welfare officers to undertake preventive work 
with problem families and, within limits, be permitted to pro- 
vide for necessary material needs out of public funds. 


ISRAEL 


Demographic Problems of Israel.—At the third World Assembly 
of the Israel Medical Association in August, Prof. R. Baki, direc- 
tor, Central Bureau of Statistics, reported that the recent migra- 
tory movement appears to be transient. Emigration is mainly 
a Side-effect of the mass immigration of the period 1948 to 1951. 
Since 1952 it has been decreasing, and there are signs that a new 
wave of immigration is on the way. The mass immigration has, 
however, led to the depletion of the main reservoirs of the Jew- 
ish population of four of the five regions, from which until now 
immigrants have reached Israel in large numbers. In conse- 
quence thereof, increased immigration may be expected in the 
future only if a real change occurs in the attitude towards im- 
migration among the Jews living in America, Western and 
Northern Europe, South Africa, and Oceania. Immigration from 
these regions is rather meager. In view of the many difficulties 
that may arise, it may be expected that in the future natural 
increases will play an important role in insuring the future of 
the Israeli population. The future trend of natural increase de- 
pends on marriages, fertility, and mortality. With regard to 
marriages, the conditions prevailing in Israel seem much more 
favorable than those prevailing in many Jewish communities 
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abroad. Among the Jews of Israel there are practically no mixed 
marriages. The number of men and women remaining unmar- 
ried up to the end of the fertile period is small. With regard to 
the birth rate, it has been found that the high level of crude rates 
is influenced largely by the favorable age structure. Despite that, 
and despite the regression of birth rates in the past few years, 
the fertility of the Israeli Jewish population appears to be great. 
This is due mainly to the high fertility of the families of Asiatic 
and African origin, which supply over half the births in the 
Jewish population of Israel. With regard to mortality, it has 
been found that crude death rates are comparatively low, but 
this is due partly to the favorable age structure. As a conse- 
quence of all these factors. the Jewish population of Israel is 
increasing. Its demographic situation appears to be stronger than 
that of many communities in the Diaspora. 


Schistosomiasis.— At the same meeting Dr. A. Michael Davies, 
Hadassah Medical School, said that schistosomiasis, one of the 
most widespread diseases of neighboring countries, was uncom- 
mon, although well established, in Palestine before 1948. Mass 
immigration brought to Israel over 250,000 immigrants from 
countries of the Mediterranean and Near East where schisto- 
somiasis is endemic. The presence of the appropriate snail 
vectors led to fear that the disease might become widespread in 
Israel as well. The main difficulty in determining the extent 
of schistosomiasis in the immigrants lay in the inefficiency of 
diagnostic methods based on the recovery of eggs in the stools. 
After many trials, specific skin and complement fixation tests 
were devised, enabling the diagnosis to be made in at least 90% 
of cases. With these tests, a survey was made of over 2,000 
immigrants from Iraq, Iran, Yemen, Morocco, and Afghanistan; 
34% of the Yemenite, 8.2% of the Iraqui, and 6.8% of the 
Iranian immigrants were found to be affected, which, taken with 
smaller groups, gave an infection rate of 53 per thousand im- 
migrants. It was also possible, for the first time, to construct a 
map of endemic focal areas in Yemen, to discover schisto- 
somiasis exists in Afghanistan too, and to determine a new focus 
of infection in Iran without leaving Israel. The great increase 
in irrigation schemes and the building of fish ponds, all of which 
sooner or later become infested with the vector snails, represents 
a great potential danger. With the report of an outbreak of 
schistosomiasis in a small settlement in the Jordan Valley, the 
fears expressed above have been realized. At least 100 new cases 
were detected, and there is reason to believe that this area may 
become an endemic focus of the disease. 


Vitamin B,, and Macrocytic Anemia.—At the same meeting 
Prof. M. Rachmilewitz, Hadassah Medical School, Jerusalem, 
stated that the vitamin B,. concentrations of the serum of normal 
subjects, of patients with macrocytic anemia, and of patients 
suffering from various other conditions have been determined 
with use of a mutant strain of Escherichia coli as a test organism. 
The total concentration in the serum of normal subjects ranged 
from 200 to 500 micromicrograms per milliliter. Similar values 
were found in serums from patients suffering from conditions 
other than macrocytic anemia. The vitamin B,. concentration of 
the serums of patients suffering from pernicious anemia in re- 
lapse and of patients with other types of macrocytic anemia 
were below the normal range and increased with effective treat- 
ment. In a series of women found to have anemia after delivery, 
the anemia was of the dimorphic type; i. e., it was characterized 
by hypochromia as well as macrocytosis. Accordingly, low 
serum-iron levels and low concentrations of vitamin B,. were 
found in the serums of these women. The iron deficiency, the 
vitamin deficiency, and the anemia improved gradually with 
adequate diet. No improvement occurred if interfering factors, 
such as infection, were present. Low concentrations of vitamin 
B,. were also found in many pregnant women of low social status 
and poor nutritional history. High concentrations of the vitamin 
were usually found in patients with myelocytic leukemia and 
other neoplastic diseases, such as lymphosarcoma and rapidly 
spreading carcinomatosis. The high concentrations of vitamin 
B,. in these patients were accompanied by an increased vitamin 
B,.-binding capacity of the serum proteins. 
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Medical Geography of Israel—At the same meeting Dr. J. 
Seide, director, Rothschild Municipal Hospital, Haifa, said that 
Israel shares with other countries situated on the shores of the 
Mediterranean their major climatic and biogeographical char- 
acteristics. Anthropogeographically, however, she differs from 
them in many respects, because of mass immigration and the 
settlement of undeveloped areas. The composition of the popu- 
lation has undergone rapid changes through the influx of human 
groups with different constitutional, sociologic, and cultural 
characteristics. This also applies to the landscape, which has 
changed its aspect as a result of the draining of swamps, planting 
in the dunes, and bringing the desert areas under cultivation. All 
these factors exert their influence on the distribution of disease. 
The limestone formation of hills favors the origin of caves that 
harbor ticks of the genus Ornithodorus, known to be vectors of 
relapsing fever. Irrigation canals in citrus groves are infested by 
snails infected with Schistosoma haematobium or Schistosoma 
mansoni, and so the planting of new groves may play an impor- 
tant role in the spread of schistosomiasis. The susceptibility of 
Jews of Oriental origin to hemolytic disease and the cultivation 
of Vicia fave in many places may be held responsible for the 
occurrence of favism. Cattle and sheep breeding furthers the 
spread of brucellosis and leptospirosis in rural districts. 


National Insurance Act.—The National Insurance Act, which 
came into force on April 1, 1954, provides old-age and sur- 
vivors insurance for the whole population and maternity insur- 
ance and work accident insurance for applicable groups. Though 
health insurance is not included in the act, the medical profes- 
sion plays an important part in the implementation of the insur- 
ance aspects of maternity and work accidents. According to Dr. 
G. Lothan, director, National Insurance Institute, Jerusalem, a 
unique feature not to be found in social legislation in other 
countries is the fact that eligibility for the maternity grant de- 
pends on the hospitalization of the mother. This clause has 
already increased the percentage of hospital births to 95% in 
the Jewish population. As to maternity allowance, the allocation 
of the benefit depends on a physician's certificate showing the 
expected day of birth. The maternity allowance is paid, at 
earliest, six weeks before this day. The National Insurance Insti- 
tute may deny the claim for maternity allowance if the claimant 
did not fulfill the instructions of the institute with regard to 
medical supervision during her pregnancy and delivery. Physi- 
cians play a major part in insurance for work injuries in that they 
have to certify disability and they give medical care to the 
injured worker either in hospitals or in clinics of the recognized 
medical services. They determine the degree of invalidity as 
members of medical beards and appeal boards and also fulfill 
a decisive task in medical and vocational rehabilitation. The 
National Insurance Institute enlists the services of specialists 
as guides and supervisors of medical care. It works in close 
cooperation with the Ministry of Health, the Medical Association 
of Israel, Hadassah Medical School, municipal and private hos- 
pitals, and the various sick funds. 


NORWAY 


Surgery in Norway.—Prof. H. F. Harbitz has published an arti- 
cle on the present status of surgery in Norway (Nordisk medicin, 
July 21, 1955) in which he notes that surgery has made rapid 
advances since the war and that the status and professional 
interests of Norwegian surgeons are protected by the Norwegian 
Surgical Association. Committees from this body and the Nor- 
wegian Medical Association issue certificates to specialists in 
surgery. To become such a specialist, the applicant must be 
trained in general surgery. Harbitz fears that specializing may 
cause surgery to be subdivided into narrow fields and may be 
entered in too early. After all, much progress in surgery 
has originated from the general surgeon. Almost the entire 
population of Norway is covered by compulsory health insur- 
ance, treatment in public hospitals being free of charge, while 
extramural treatment requires a small contribution by the pa- 
tient. The hospitals destroyed in Norway during the war have 
now been rebuilt or repaired. Even the smaller public hospitals 
now have a surgical, medical, and radiological section, each with 
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a specialist in charge. The surgical section may include an 
obstetric ward, or there may be a separate department for ob- 
stetrics and gynecology. In the larger hospitals the surgeons 
enjoy the cooperation of a large number of specialists and can 
benefit from recent developments in anesthesiology and _ bio- 
chemistry. The increasing use of blood transfusion has led to 
the organization of a blood bank, which in some places is pro- 
vided by the Red Cross. Two new research institutes have been 
established at the Ullevaal Hospital, Oslo. At one of these, the 
University Institute for Respiratory Physiology, work is being 
done by Erikson on the relation of spirometric measurements to 
cardiopulmonary function. At the other, the University In- 
stitute for Experimental Medicine, renal function tests are being 
carried out to determine the clearance for each kidney separately. 


Vaccination in the Families of Physicians.—The framers of the 
smallpox vaccination law recently adopted by the Norwegian 
Parliament took care to emphasize the importance of vaccination 
early in life, i. e., under the age of 2 years. No punitive clauses 
were included in the new law, for it was hoped that educational 
propaganda would be more effective. Such propaganda is ex- 
pected of the medical profession, and its efficiency would natur- 
ally be enhanced if physicians set a good example for the public 
by the early vaccination of their own chiidren. In an attempt 
to find out whether they really do so, Dr. K. H. Torp has carried 
out an investigation that is reported on in Tidsskrift for den 
norske legeforening for June 1. Representing the public were 
700 children between the ages of 2 and 12 years admitted to the 
hospital in the period 1952 to 1954. Of these children, 53% had 
been vaccinated. The medical profession was represented by 
150 physicians who had 316 children over the age of 2 years and 
who were for the most part employed in the two main hospitals 
in Oslo. Only 56.3% of these children had been vaccinated. 
Seventy-six physicians had vaccinated all their children before 
they were 2 years old; 33 had vaccinated some but not all of 
their children; and the remaining 41 had not vaccinated any of 
their children. Among the 144 physicians questioned with regard 
to the vaccination rates of their first-born, second-born, and 
younger children, it was found that primogeniture seemed to 
favor vaccination. The vaccination rate was 66.6% for the 
first-born, 51% for the second-born, and only 38.2% for the 
later-born children. 


Pathogenic Micrococci (Staphylococci).—At the Gade Institute 
in Bergen studies have been undertaken on pathogenic micro- 
cocci (staphylococci) and their carriers. Vogelsang and Kaass of 
the pediatric clinic in Bergen have taken swabs from the throats 
and noses of 1,346 patients in this clinic during the period June, 
1952, to July, 1953. The mothers of some of these patients 
and the staff of the clinic served as controls. Pathogenic micro- 
cocci were isolated in 73.6% of the patients. This carrier rate 
had risen to 78% on discharge from hospital—a rise interpreted 
as showing that hospitalization promoted contamination with 
pathogenic micrococci. A further argument in the same direction 
is that the carrier rate increased with the duration of the stay 
in the hospital. A comparison of the patients, according to 
whether they were treated with sulfonamides and/or antibiotics, 
showed no important difference in the carrier rates of the 
treated and the nontreated patients. At the pediatric clinic it is 
customary for children less than one year old to be nursed by 
attendants wearing face masks, the same rule being extended to 
physicians and visitors. This precaution has not prevented the 
spread of pathogenic micrococci to infants. In addition to per- 
sistent carriers and persistent noncarriers, there are many pa- 
tients in a children’s hospital who behave as intermittent carriers. 
The number of such intermittent carriers at a given time depends 
on the contamination of the environment with pathogenic 
micrococci. 


Jobs for Medical Students.—-Dr. Kaare Schanke has questioned 
several medical students about the holiday occupation they un- 
dertake. As the rate of pay does much to determine the choice 
of occupation, students are more likely to work as Street car 
conductors than to work in hospitals. A conductor earns about 
1,200 kroner per month, and the pay of a student intern is about 
half that amount. Furthermore the hours in a hospital are 
likely to be much longer than those on a street car. Schanke 
believes this state of affairs to be most unfortunate. 
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CORRESPONDENCE 


TREATMENT OF ACNE VULGARIS 


To the Editor:—As a general practitioner of almost 20 years’ 
experience, I strongly object to one statement in the editorial 
on acne vulgaris by Dr. Stephen Rothman, appearing in the Nov. 
12, 1955, issue of THE JourNAL, page 1124. I completely concur 
with the scientific discussion but disagree with the next to last 
sentence. A specialist is not necessary to treat acne vulgaris. The 
intelligent, alert practitioner can successfully treat 99% of these 
patients. He is familiar with the patient's environment, food 
habits, and tension problems: he knows how to administer all 
of the sulfur medicaments: and, certainly, he can use ultra- 
violet as effectively as anyone. Only if the case becomes so re- 
sistant that sandpaper therapy and x-ray treatments are indi- 
cated is it necessary to advise special care. Such cases are usually 
caused by the patient's traveling from doctor to doctor in his 
anxiety and impatience to effect an immediate, or miraculous, 
result. It is not my intention to usurp the place of the specialist 
but rather to emphasize the fact that the general practitioner, 
too, has his importance. If he utilizes all his available knowl- 
edge, it is not impossible, as the editorial leads one to believe, 
for the practitioner to successfully treat acne vulgaris. The edi- 
torial advises specialist care much too easily, which is detri- 
mental to the general practitioner who, in these modern times, 
is a capable physician and not just a reference department. 


B. MECKLIN, M.D. 
Mercy Hospital 
218 Stone St. 
Watertown, N. Y. 


LUMBAR TRACTION 


To the Editor:—It was with more than casual interest that I 
read the article on lumbar traction therapy by Dr. Bernard D. 
Judovich in THE JourNaL, Oct. 8, 1955, page 549. For many 
years, I have been interested in pelvic traction therapy for low 
back disorders, and my method was published in Surgery, Gyne- 
colegy and Obstetrics, June, 1954. In his article, Dr. Judovich 
fails to differentiate as to when he is talking about pelvic trac- 
tion or referring to leg traction, which makes it difficult to 
evaluate his statements. My studies fully agree with his state- 
ments as to the “ascending force dissipation”; namely, the higher 
the point of traction desired, the greater the amount of weight 
that must be placed for traction. Clinically, his statements that 
only weight applied that exceeds 26° of the body weight exerts 
any force on the body is not borne out. With the patient in a 
Trendelenburg position, an average of 20 Ib. will be felt by the 
patient, if applied through a properly designed pelvic belt. The 
patient’s statement that he feels the pull “right where I want 
it—where my pain is” or, if the weight exceeds the optimum 
for the individual, he complains of pull in the dorsal region is 
the clinical evidence ! submit. A traction of as low as 25 Ib. 
easily draws the patient to the foot of the bed. What has become 
of the “surface traction resistance” of the body? Rothenberg 
and co-workers (Surg., Gynec. & Obst. 96:564 |May| 1953) in 
their painstaking study on the effects of leg traction, were able, 
with an electromyogram, to show muscular activity, the intensity 
diminishing to a negligibie amount as the muscles of the low 
back were tested. Of the many colleagues I have interviewed, 
who are using pelvic traction, and in my own experience, I have 
not, as yet, had a single patient state that he was suffering from 
headaches as a result of the Trendelenburg position essential in 
pelvic traction. I am fully appreciative of the efforts Dr. Judo- 
vich expended in his study. In my mind questions arise as 
to whether the use of two cadavers with irreversible changes 
and a medical student, who | presume was in good health and 
not suffering from any low back disorder, can justify the con- 
clusion that a certain method “is of no value in overcaming 
muscle spasm” and as to the amount of weight needed for trac- 


tion to be felt at any given point. The results would be invalu- 
able if the effects of pelvic traction could be carried out by the 
method employed by Rothenberg and co-workers who use 
roentgenograms, calipers during surgery, and electromyogram 
measurements on patients while the traction was in effect on 
patients with herniated disk. Unfortunately, it has become axio- 
matic when we cannot understand the manner in which a 
modality effects its benefits to ascribe its virtues in that it “con- 
fines the patient to bed.” In my experience, leg traction, which is 
far more confining to bed than pelvic traction, has proved worth- 
less: keeping the patient in bed without an appliance has made 
it necessary to use not Only sedatives but, at times, narcotics. 
Does this sound as if the virtues of pelvic traction are due to 
confining the patient in bed? It is encouraging to note that, in 
recent years, more detailed study is being made otf the conserva- 
tive treatment of low back syndrome. In order that results that 
are being reported may be evaluated, the authors should strive 
to be more distinct in the delineation of the various methods 
they are condemning or approving. In that way alone can we 
verify each other’s work and progress be achieved in a painful 
disorder. 

SAMUEL Varco, M.D. 

392 Porter Ave. 

Buffalo 1. 


SURPLUS FOODS 
To the Editor:—The doctors of the United States may not be 
aware Of what food is available to nonprofit hospitals, lunch 
programs, and the needy in their districts. I have received a 
letter from the assistant secretary of the Department of Agricul- 
ture, Washington, D. C., which reads in part as follows: “This 
is in reply to your letter inquiring about surplus foods that will 
be available for eligible institutions, including hospitals. Foods 
acquired by the Department under its price support and surplus 
removal programs may be made available to nonprofit school 
lunch programs, charitable institutions, including nonprofit 
hospitals, and to families and persons determined by appropriate 
state and local public welfare agencies to be in need. The foods 
currently available nationally include butter, cheese, nonfat dry 
milk solids, dried beans, rice, and shortening. Eggs, meats, and 
fruit juices are not available.” Information concerning the avail- 
ability of these foods in various territories may be obtained from 
Mr. Earl L. Butz, Assistant Secretary, Department of Agricul- 
ture, Washington, D. C. 

GEORGE A. SNYDER, M.D. 

644 N. Doheny Dr. 

Hollywood 46, Calif. 


ITALIAN PHYSICIANS 


To the Editor:—1 am soliciting the following information on 
the behalf of Dr. Bruno Manzone of the Instituto Superiore de 
Sanita, Rome, Italy: (1) names of Italian physicians who have 
either studied medicine abroad and practiced in the United States 
or are of Italian descent and who have studied medicine here 
in the United States and are here practicing and who have con- 
tributed effectively to public health or medical practice: (2) 
those who are or have been associated with medical institutes, 
hospitals, or clinics dealing primarily with an Italian clientele; 
(3) biographic, bibliographic, or historical materials that bear 
upon the contributions of such Italian physicians and most 
particularly any published material that in any way ligates 
Italian medicine with American medicine; and (4) information 
on the organization of Italian medical societies or associations 
currently existing or of time past. 


lAGo GaLpston, M.D. 

The New York Academy of Medicine 
2 BE. Word St. 

New York 29. 
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Reproduced by permission of the proprietors of Punch.—EbD. 
LET BRITISH BABIES HAVE TWO HEADS! 
Richard Gordon 


So we are to have a new classification of pathology. 

“Now, my boy, tell the examining board what you make of 
that specimen.” 

“Cholangitis with gall-stones, sir.” 

“Excellent! Would you say it was a disease of public interest?” 

“No, sir. Unless it happened to a Cabinet Minister or someone 
else important.” 

“Quite so, quite so. A sniffle in a princess would go on the 
front page, of course. How about this case here?” 

“Congenital generalized hypertrichosis. The poor child was 
born covered with hair. Very rare.” 

“Correct. Of public importance?” 

“Oh yes, sir. ‘Ape Boy Born In Peckham——’” 

“Good, my lad, you've passed.” 

The notion that anybody's disease—short of rampaging s‘nall- 
pox—is of legitimate interest to the rest of the public seems as 
revolutionary an idea to the medical profession as the intro- 
duction of aseptic surgery. But the doctors have admitted the 
principle, and now the B. M. A. meets Fleet Street—apparently 
only to prevent such embarrassments as Sir Charles Quinsey’s 
discovery, when looking through a laryngoscope down the throat 
of a film star, that a man from the evening papers is squinting 
over his shoulder. 

Even a well-meaning P. R. O. appointed by the National 
Health Service to each hospital wouldn't much alter the clinical 
trend of the Sunday papers. I know this because I once worked 
on a medical journal sufficiently enlightened to hold a layman's 
Press conference every week. This was to indicate articles of 
public importance, and so further health education, self-know}- 
edge, public health, personal hygiene, and other noble ideals. 
Ihe reporters were always polite eager young men, who put out 
their cigarettes and kept calling everyone doctor. But the con- 
ferences were never a success. 

“A most interesting article this week on hookworm,” I would 
begin. “This is one of the most widespread and important global 
infections, the physical and economic consequences of which 
may 2 

“Excuse me, doctor, but what's this paragraph about a girl 
thinking she was a man?” 

“Oh, very minor, a dull hallucination in one single case. Now, 
this paper proving that if everyone ate, drank, and smoked less 
they'd be much healthier and——” 

“Doctor, what are these monsters?” 

“Monsters? Merely a technical term for a malformed feetus. 
Of no importance to the public. The Report on page five of the 
World Health Organization——” 

Next Sunday | would see SHE THOUGHT SHE COULD BE A 
FATHER and BRITISH MOTHERS HAVE MONSTERS, all quoting our 
journal. | wondered if the painstaking authors of the long scien- 
tific papers knew that their most enthusiastic readers were not 
the practising doctors—to most of whom the greatest value of 
a medical journal is reminding them it’s Friday again by thump- 
ing on to the doormat—but the worried men in newspaper 
offices who read the whole issue through the night before pub- 
lication, as earnestly as students before their scholarships. 

The newspapers’ complaint that they can never extract in- 
formation from doctors about their cases would be utterly 
incomprehensible to the gentleman who taught me surgery, Old 
Blood and Thunder. No reporter would have dared to question 
him in the hospital corridors—no more would he have button- 
holed the Lord Chief Justice and asked what he gave for the 
prisoner's chances. Blood and Thunder allowed that The Times 
could give politely woolly reports of the notable invalids, but 
mentioning someone's clinical state in the Press struck him as 
no less outrageous than publishing the full postmortem report 
in the middle of a bishop’s obituary. 
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Blood and Thunder would never tell the newspapers anything; 
but he never told his patients anything either. The worried sup- 
plication “What's wrong with me, doctor?” brought the reply, 
if he was in a good mood, “It’s only a lot of long Latin names, 
my dear fellow, and you wouldn't understand a word of it,” 

r “It's none of your damn business,” if he wasn’t. 

The time thus saved in his professional lifetime undoubtedly 
enabled him to remove several hundred more stomachs. This 
suggests that the P. R. O. is wanted inside the hospital, to help 
the overworked medical staff. 

The public to-day aren't satisfied with the simple admission 
“You've got an ulcer” or “We're going to take out your thyroid.” 
They want half an hour's lecture on the type of ulcer, the x-ray 
appearances, and the prognosis; or they tell the surgeon he'll 
catch it if he so much as nips one of their recurrent laryngeal 
nerves. The trouble is, they've been reading the newspapers. 
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Safe Tuberculosis Nursing: 16 mm., black and white, sound, showing 
time 21 minutes. Produced in 1950 by and procurable on loan from 
Veterans Administration, Central Office Film Library, Vermont and H 
streets N.W., Washington 25, D. C. 


This film depicts the strict precautionary techniques that are 
carried out in the Veterans Administration tuberculosis units. 
Its theme is that, by following the suggested procedures, all per- 
sonnel in the unit, as well as patients and visitors, are given 
protection and that tuberculosis nursing can be safe. The film 
is centered around the daily routine of an attractive young nurse 
and covers the gown room, gown, cap, mask technique, hand- 
washing, morning care, thermometer technique, serving of food, 
dishwashing, transportation of patients, instructions to visitors, 
and the nurses’ responsibility in teaching and supervising other 
staff members. The precautions necessary in cleaning the rooms 
are brought out, as are the procedures necessary for the safety 
of librarians, occupational therapists, and other personnel. En- 
vironmental requirements necessary for carrying out proper 
protective measures are given attention. While the film deals 
almost exclusively with mechanical aseptic procedures, it also 
creates interest in the equally important areas of health teaching. 
mental hygiene, and the social and financial aspects that are al! 
necessary in a tuberculosis control program. All tuberculosis 
hospitals will find the film of value whether or not they observe 
the strict aseptic techniques recommended by the Veterans Ad- 
ministration. The film will be of interest and should be shown 
(perhaps twice) to every person working in a tuberculosis hos- 
pital. It fortifies teaching and is good for review as well as 
orientation. Most hospitals will want to keep the film (perhaps 
two weeks) for consideration of time schedules of various de- 
partments. It is invaluable as a teaching aid for affiliating stu- 
dents and equally important for student nurses in general hos- 
pitals not having a tuberculosis affiliation. Graduate nurses in 
general hospitals, university schools of nursing, and medical 
schools should find the film of value. The narration is excellent. 


Pruritus Ani; 16 mm., color, silent, showing time 34 minutes. Prepared 
by Manuel G. Spiesman, M.D., and Louis Malow, M.D., Chicago Medical! 
School. Produced in 1955 by and procurable on loan (service charge $§) 
from Mervin LaRue, Inc., 159 E. Chicago Ave., Chicago 11. 


This film gives the authors’ simplified classifications of pruri- 
tus ani and the office and home treatments of each type. Color 
photographs show the various pruritides and the application of 
treatment for each. The clover leaf operation for the intractable 
type is shown in detail. This operation, which is a modification 
of the undercutting operation described by Sir Charles Bell many 
years ago, is very well demonstrated. This film presents a prac- 
tical classification of anal pruritus; however, the material on 
treatment of amebiasis is extraneous. The dermatologist could 
make a valuable contribution to this presentation. The photog- 
raphy is good. This film is recommended for house officers and 
general practiuioners with a word of caution as to the use of 
cortisone as well as of the undercutting operation. 
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Liver Disease in Sickle Cell Anemia: A Correlation of Clinical, 
Biochemical, Histologic and Histochemical Observations. A. 
Bogoch, W. G. B. Casselman, M. P. Margolies and H. L. Bockus. 
Am. J. Med. 19:583-609 (Oct.) 1955 |New York}. 


Recent studies of the liver in sickle cell anemia reveal a high 
incidence of hepatic damage and a variety of causes contributing 
to jaundice and hepatomegaly in this disorder. Clinical and 
biochemical studies and histological and histochemical observa- 
tions on liver tissue obtained by needle biopsy were made on 
four patients with sickle cell anemia. There was one instance of 
hepatitis, one of hemochromatosis, and two of portal cirrhosis. 
Serial liver function tests were performed in each case. Hypo- 
albuminemia and hyperglobulinemia, with elevation of the 
gamma fraction and a decrease in the alpha, globulin values, 
were the most consistent serum protein alterations. The finding 
of elevated serum amylase and lipase values in this disease is 
of interest in view of its abdominal manifestations that may be 
confused with acute primary pancreatitis. Hepatitis in one 
patient was thought to be a manifestation of the sickle cell 
disease itself. Focal parenchymal lesions were found in the 
liver of this patient during the recovery stage and in the liver 
specimens of the other three patients. Ischemia, the result of 
sinusoidal obstruction by red blood cell clumps, appears to be 
the most likely cause. Some of the parenchymal changes may 
be due to a “hepatotoxin” associated with sickle cell crises. It 
is possible that some of the necrotic lesions, when prominent 
and repeated, may be followed by cirrhosis as another hepatic 
manifestation of sickle cell anemia. The precise role of iron- 
containing pigment in the pathogenesis of the cirrhosis in one 
of the four patients is in doubt. Hemochromatosis in one patient 
was unquestionably related to multiple blood transfusions. The 
possibility of hepatic damage, consequent to multiple blood 
transfusions given to maintain hemoglobin levels in this disease, 
deserves consideration. Histochemical studies revealed no or 
only mere traces of lipids in the cytoplasm of the parenchymal 
cells. This is of interest in view of the anemia extant in these 
patients who were fasting at the time of biopsy. 


Cobalt Therapy in Anemia. J. M. Hill, J. LaJous and F. J. 
Sebastian. Texas J. Med. 51:686-690 (Oct.) 1955 [{Austin, 
Texas}. 


The authors used cobalt or cobalt and iron preparations in 
115 patients with various forms of anemia over a period of 
eight years. At first they used cobalt only in cases of anemia 
that were refractory to other treatments, such as in those associ- 
ated with chronic infection, especially chronic arthritis, and the 
hypochromic anemias not responding to iron. Cobalt chloride 
usually was prepared to provide from 20 to 80 mg. of the salt 
per teaspoonful. Dosage in adults was kept around 50 mg. daily 
and in children from 10 to 30 mg. daily. The solution was added 
to cold water or milk and usually taken after meals. Later, 
larger doses ranging from 100 to 160 mg. daily were employed, 
but with these nausea was often a problem. When enteric 
cobalt-iron combinations became available, these were employed, 
except in patients in whom iron overload was evident (for 
example, following many transfusions) or in whom bone marrow 
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iron stores were maximal. Enteric coated cobalt chloride tablets 
in 100 mg. sizes, both with iron (200 mg.) and without it, were 
also made available to the authors for these unusual cases. Al- 
though nausea, or more rarely vomiting, resulted from elevated 
dosage or prolonged therapy, it was found that, after omission 
of the drug for an interval of a few weeks, it was possible to 
resume the therapy. Cobalt was used in the following heteroge- 
nous group of anemias: those due to infection, blood loss anemia, 
iron deficiency anemia, azotemia, anemia associated with arthri- 
tis, nutritional anemia of infants and children, hypoplastic and 
aplastic anemias, hemolytic anemias of congenital and acquired 
types, hereditary leptocytosis (Mediterranean anemia), and, 
finally, anemia associated with other blood dyscrasias and 
malignant neoplasms such as the various leukemias, multiple 
myeloma, Hodgkin's disease, and reticulum sarcoma. No ap- 
parent benefit was derived from cobalt therapy in acute aplastic 
anemia, leukemia, Hodgkin's disease, and multiple myeloma. 
Results were doubtful in hereditary leptocytosis and most of 
the hypoplastic anemias. Cobalt therapy produced the best 
results in the anemias associated with low grade infection, 
arthritis, blood loss, and iron deficiency and in hemolytic 
anemia. Particularly noteworthy was the effect of cobalt therapy 
in 18 pregnant women with anemia, most of whom had not 
responded adequately to prior iron therapy. In comparison with 
a control group of 63 patients receiving iron alone, the cobalt- 
iron group of patients gained an average of 1.73 gm. of hemo- 
globin per 100 cc. of blood, while those receiving iron alone 
showed an average gain of 0.73 gm. per 100 cc. It is well 
established that cobalt has a powerful erythropoietic effect with 
an increase in erythrocyte precursors in the bone marrow. The 
recognition of the role of cobalt in normal metabolism as part 
of the vitamin By, molecule should remove prejudice against this 
agent. The direct stimulating effect on erythropoiesis considered 
in this paper is obviously by a different mechanism. 


Pernicious Anemia with the Absence of Typical Anemia. Z. 
Plotkin. Arizona Med. 12:458-466 (Oct.) 1955 [Phoenix, Ariz.]. 


The author calls attention to the fact that, since the advent of 
mass cOnsumption of vitamins, especially folic acid and vitamin 
B.., and of certain antibiotics, patients are likely to present 
themselves with neuropathy and with achlorhydria without the 
typical hematological picture of pernicious anemia. There is 
danger that these cases will not be correctly diagnosed and 
properly treated, because of the absence of the characteristic 
blood and bone marrow findings. The daily oral intake of 5 mg. 
of folic acid produces a hematological remission, while the 
spinal cord lesions are aggravated in pernicious anemia. It was 
definitely shown that folic acid requires no intrinsic factor and 
has a direct action upon the bone marrow, converting a megalo- 
blastic into a normoblastic bone marrow. Vitamin By» plus in- 
trinsic factor, incorporated into many available vitamin prepara- 
tions, when taken orally tends to suppress megaloblastic erythro- 
poiesis while being insufficient to cause amelioration of the 
progression of posterolateral cord changes for which massive 
parenteral medication is required. The mechanism of action of 
penicillin or Tetracyn is not as yet confirmed with certainty, but 
apparently they effect increased intestinal absorption of vitamin 
B,. by increasing its biosynthesis. In the present era of vitamins 
and antibiotics, physicians may observe pernicious anemia with- 
out anemia. The author presents the histories of two patients to 
illustrate this problem of the delay of proper diagnosis and 
treatment in the absence of characteristic hematological findings 
while serious neurological lesions were progressing. 


Tetracycline Therapy of Pneumonia. F. Bakir, S. Katz and G. 
McCormick. South. M. J. 48:1031-1038 (Oct.) 1955 |Birming- 
ham, Ala.}. 


Tetracycline was given to 58 patients with various types of 
acute bacterial pneumonia. The patients were acutely ill and 
had all the clinical characteristics and roentgen manifestations 
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of acute pneumonia. The group included 36 males and 22 
females ranging in age from 13 to 79 years. Thirty-nine of the 
patients were alcoholics. Four had asthma, two had bronchi- 
ectasis, one had congestive heart failure, one had an esophageal 
diverticulum with recurrent pulmonary infection, and two had 
inactive tuberculosis. Pneumococci were isolated from the 
sputums of 24 patients. In two patients pure cultures of beta- 
hemolytic streptococci were found and in two others Klebsiella 
pneumoniae was the etiological agent. Hemophilus influenzae 
was the responsible organism in one patient. Sputum cultures 
in 22 patients showed no clear-cut predominating organism, but 
it is probable that most, if not all, of these patients had lobar 
pneumococcic pneumonia. Sputum cultures in seven patients 
showed coagulase-positive Micrococcus pyogenes var. aureus 
as the dominant organism. Tetracycline was given by mouth in 
doses of 0.5 or 0.25 gm. every six hours. One patient received 
0.75 gm. every six hours. The results of tetracycline therapy 
were excellent in 25 patients, in 24 the response was good but 
delayed, in 2 the response was slow, 4 patients died, and com- 
plications (empyema or pulmonary abscess) developed in 3 
patients. On the basis of their experience with penicillin in the 
treatment of lobar pneumonia, the authors conclude that tetra- 
cycline is somewhat inferior to penicillin. In mild and mod- 
erately severe pneumonia in which the organism is sensitive to 
tetracycline, a favorable response can be expected when 0.5 gm. 
is given every six hours. In patients with mild bacterial pneu- 
monia in whom the organisms are sensitive to tetracycline, 0.25 
gm. every six hours is effective. Tetracycline appears to be some- 
what more effective than its analogues, oxytetracycline and chlor- 
tetracycline, on the basis of tolerance, plasma levels, and con- 
centration in body fluids. This study suggests that it is merely 
equal to its analogues in therapeutic effectiveness in all forms 
of acute bacterial pneumonia. 


Lung Cancer Death Rates Among Non-Smokers and Pipe and 
Cigarette Smokers: An Evaluation in Relation to Air Pollution 
by Benzpyrene and Other Substances. P. Stocks and J. M. 
Campbell. Brit. M. J. 2:923-929 (Oct. 15) 1955 |London, 
England}. 


As a result of two years of study of the environmental histories 
of patients with cancer and persons without cancer in Great 
Britain, death rates from cancer of the lung and bronchus were 
calculated among men of different smoking habits living in a 
rural area of Wales, in a mixed area of urban and rural districts 
around Chester and Wrexham, and in Liverpool county borough. 
The death rates were compared with measurements of benzpyrene 
and other substances present in the air at various places within 
those areas. Results showed that the rural death rate increased 
proportionally to the number of cigarettes smoked per week 
and that pipe smokers as a group ranked with smokers of about 
25 cigarettes a week. Liverpool rates exceeded the rural rates 
in every smoking category, but the urban/rural ratio fell progres- 
sively from about nine to One among nonsmokers to a small 
value approaching unity among heavy cigarette smokers. The 
absolute urban excess was much the same in each smoking group, 
suggesting that an urban factor was added to the effects of 
smoking. Differences in smoking habits of the populations can 
account for only a small fraction of the contrast in total rates, 
and it is estimated that in Liverpool about half the deaths of 
men between the ages of 45 and 74 years from cancer of the 
lung arise from cigarette smoking and about three-quarters of 
the remaining half are caused by a factor that is only slightly 
present in the rural area. The chemical investigation of the 
concentration of smoke and of the carcinogen 3,4-benzpyrene, 
other polycyclic hydrocarbons, and sulfur dioxide in the air 
revealed that these concentrations rise with increasing urbaniza- 
tion, the benzpyrene figure in Liverpool being 8 to 11 times as 
great as in the rural localities examined. This ratio corresponds 
with the estimated mortality ratio among nonsmokers living in 
those areas. When the death rates were compared with cal- 
culated total intake, by different categories of smokers in the 
urban, mixed, and rural areas, of benzpyrene derived from air 
according to certain assumptions, plus that derived from the 
number of cigarettes smoked, the degree of correspondence was 
such as to suggest that benzpyrene might be the one agent in- 
volved. Although the authors’ evaluation was based on observa- 
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tions made in the course of only two years instead of on five- 
year death rates, this preliminary report seems to be justified 
because the two-year rates make the supposition tenable that 
benzpyrene plays a dual part through cigarettes and air pollution. 
Such a working hypothesis may assist research work in this field 
whether or not it is finally substantiated. 


Factors Influencing Relapse in Pulmonary Tuberculosis: A 
Statistical Analysis of 1,259 Patients Followed from Eleven 
Months to Six Years After Discharge. T. Oyama. Am. Rev. 
Tuberc. 72:613-632 (Oct.) 1955 |New York]. 


This study was undertaken to evaluate the factors that play 
a part in relapse of pulmonary tuberculosis, understanding of 
these factors being important in efforts to reduce the frequency 
of reactivations of the tuberculous process. The analysis is based 
on the records of 2,571 patients who were discharged from 
Glen Lake Sanatorium during the period from Jan. 1, 1948, 
through Dec. 31, 1953. Of this number, 1,534 patients were 
found to have an uncomplicated adult type of pulmonary tuber- 
culosis that could be adequately evaluated. Sufficient follow-up 
reports were obtained in 1,259 patients, and these patients were 
observed for periods ranging from 11 months to six years. The 
cumulative incidence of reactivation during the period of ob- 
servation following discharge was 28.5%. There were no sig- 
nificant correlations between the incidence of relapse and the 
following factors: (1) right-sided or left-sided lesions in patients 
in whom the disease was unilateral, (2) duration of disease, 
(3) length of hospitalization, (4) duration of bed rest alone, and 
(5) particular chemotherapeutic regimens when used alone. The 
factors of relapse in pulmonary tuberculosis are so complicated 
that one factor may be analyzed alone without finding any 
apparent association with the rate of reactivation, but. if com- 
bined with another factor, it may be found to have a significant 
correlation with the incidence of relapse. The post-treatment 
relapse rate for pulmonary tuberculosis was definitely higher in 
males than in females. If the age was also taken into account, 
however, it was found that there were no important differences 
in relapse rates for the two sexes in certain age groups, namely, 
10 to 29 years of age and in patients more than 70 years of 
age. Discussing possible explanations for the greater tendency 
to relapse of pulmonary tuberculosis in patients in the older age 
groups, the author points out that these patients had less ade- 
quate treatment during the acute phases of tuberculosis. Further- 
more, their age would often make resectional surgery inadvisable. 
The so-called latent tuberculosis in the older age groups should 
receive more attention because of the great potentiality for 
progression. The type of treatment appeared to influence sig- 
nificantly the incidence of reactivation. Prolonged chemotherapy 
for one year Or more was remarkably effective in preventing 
relapse, as was lung resection combined with chemotherapy. 
Resection plus chemotherapy was superior to chemotherapy 
alone in patients with far advanced tuberculosis, but this was 
not the case in patients with moderately advanced tuberculosis. 


Relapse of Pulmonary Tuberculosis After Five Years or More 
of Arrest. R. S. Mitchell. New England J. Med. 253:640-643 
(Oct. 13) 1955 |Boston]}. 


From information accumulating about the pattern of primary 
relapse after the attainment of arrest of pulmonary tuberculosis, 
it appears that the vast majority of such relapses occur within 
five years of attainment of arrest. This report is concerned with 
relapses that occur after five years or later. Between 1948 and 
1954 various retrospective studies of patients with pulmonary 
tuberculosis were made at Trudeau Sanatorium. All patients 
with active minimal disease admitted to the sanatorium between 
1927 and 1946, all patients with active, advanced disease ad- 
mitted between 1930 and 1939, all patients with phrenic-nerve 
interruption admitted between 1926 and 1946, and all patients 
with artificial pneumothorax initiated between 1930 and 1939 
were included. Among over 3,600 patients there were 115 
patients originally classified as having primary relapse five 
years Or more after attainment of arrest with whom contact had 
been maintained. Between 195! and 1954 a redoubled effort was 
made to obtain every available chest roentgenogram and all 


crn 


1680 MEDICAL LITERATURE ABSTRACTS 


clinical data from physicians, hospitals, health departments, and 
the patients themselves. All 115 patients answered special ques- 
tionnaires. Relapse is defined as bacteriological or radiological 
evidence (or both) of active tuberculosis somewhere in the body 
occurring after arrest. The data obtained on the 115 patients 
suggested that at least 48 had evidence of chronic active disease 
during part or all of the time between arrest and relapse. In 
28 other patients there was suggestive clinical evidence of chronic 
active disease, and in 8 others roentgenograms and other clinical 
data revealed that the time elapsed from arrest to reactivation 
was actually less than five years. There were therefore only 
31 of the 115 patients who, on close inspection, actually met 
all the requirements of this study. The new disease at the time 
of relapse was found at or very near a preexisting focus in 24 
of the 31 patients. It is of particular interest that 8 of the patients 
were physicians and 4 were nurses, 11 of whom resumed their 
former work with some probability of occupational exposure. 
A pathologist frequently exposed occupationally to tuberculous 
tissue containing drug-resistant organisms recently had a re- 
activation of his pulmonary tuberculosis at the site of his pre- 
existing disease. His originally minimal lesion had been inactive 
for over five years, and he had never taken streptomycin, amino- 
salicylic acid, or isoniazid. Tubercle bacilli isolated from his 
sputum before any chemotherapy was begun for the relapse 
were resistant to both streptomycin and aminosalicylic acid and 
susceptible to isoniazid. Several similar cases are mentioned, 
and it is suggested that reactivation at or near the site of a pre- 
existing focus can no longer be regarded as conclusive proof 
of endogenous reinfection. Furthermore, since there is some 
suggestion that Mycobacterium tuberculosis tends to die out in 
closed necrotic foci with or without chemotherapy as time goes 
on, it is possible that reinfection after five years or more of 
clinical, bacteriological, and roentgenographic control of disease 
will be exogenous rather than endogenous. 


Pulmonary Lesions in “Rheumatoid Disease” with Remarks on 
Diffuse Interstitial Pulmonary Fibrosis. E. H. Rubin. Am. J. 
Med. 19:569-S82 (Oct.) 1955 |New York]. 


“Rheumatoid disease” is a more descriptive term than rheu- 
matoid arthritis, since it expresses a widespread process involv- 
ing not only the locomotor system but also other parts of the 
body. With increasing use of routine chest roentgenography, 
changes are being discovered in the lungs of patients with rheu- 
matoid disease indicating that these organs are involved quite 
frequently and early in the course of the disease. Within a space 
of two months the author had occasion to observe three pa- 
tients with acute rheumatoid disease with characteristic articular 
manifestations in whom the chest x-ray findings were in 
keeping with a systemic disturbance. In two cases it was pos- 
sible to obtain lung biopsies for histological study. The histories 
of these patients are reported. The pulmonary lesions may simu- 
late acute atypical pneumonia, acute rheumatic pneumonia, or 
acute, diffuse interstitial pulmonary fibrosis. In some cases these 
several manifestations represent one and the same disease. Re- 
cently the author has observed a fourth patient with rheumatoid 
disease and diffuse interstitial pulmonary fibrosis. This 65-year- 
old woman had a history of concurrent onset of joint pains, 
fever, and acute respiratory symptoms diagnosed as pneumonia 
in another hospital. The disease was of eight months’ duration. 
The chest x-rays and lung biopsy specimen revealed a picture 
similar to that noted in the other cases cited. 


Staphylococcal Enteritis: Two Associated Fatal Cases. A. S. 
Todd and P. O. D. Hopps. Lancet 2:749-750 (Oct. 8) 1955 
{London, England}. 

The histories of two patients with micrococcic (staphylococcic) 
enteritis are presented. Both fatal infections occurred in the 
same surgical ward, within a week, and were infections by the 
same strain of organism. The first of the two patients had been 
prepared for gastrectomy by injections of penicillin and strepto- 
mycin, and after a successful partial gastrectomy penicillin and 
streptomycin were given by mouth. Three days later a severe 
diarrhea began, and bacteriological examinations of the stools 
showed that gram-positive cocci had taken the place of the usual 
intestinal flora. Culture of a stool produced a profuse growth 
of Micrococcus (Staphylococcus) pyogenes sensitive to chlor- 
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amphenicol, bacitracin, and erythromycin but insensitive to 
penicillin, streptomycin, chlortetracycline (Aureomycin), oxy- 
tetracycline (Terramycin), and tetracycline. In view of this a 
course of oral and intravenous administration of chloramphen- 
icol was started, but the patient died on the fourth day of 
illness, six days after the operation. Autopsy revealed that the 
gastrectomy had healed satisfactorily, but the small intestine 
contained yellowish fluid in which floated shreds of membrane. 
Similar shreds adhered in a few places to the mucosa. Almost 
the whole of the small intestine appeared denuded of the super- 
ficial layers of mucosa, The large intestine contained an in- 
spissated mass of the same yellow shreds, resembling caseous 
material. Histological studies revealed a pseudomembrane. The 
second patient had been treated at home for several weeks for 
a condition labeled Behcet’s type of erythema multiforme. Un- 
known amounts of chloramphenicol and chlortetracycline had 
been given locally and systemically. At the hospital he was 
treated with oxytetracycline, and his lesions improved. He re- 
mained well until two days after the death of the first patient, 
when diarrhea developed, which resulted in death. Stool cul- 
tures and autopsy findings in the small and large intestine were 
identical with those in the first patient. The role of antibiotic 
treatment and resistant micrococci (staphylococci) in the causa- 
tion of pseudomembranous enteritis is now firmly established. 
Apparently the antibiotic must fulfiil three conditions before it 
can cause enteritis: 1. It must be ineffective against the infect- 
ing Micrococcus (Staphylococcus). 2, It must be lethal to the 
normal intestinal flora. 3. It must be given by mouth. These 
conditions are fulfilled when patients are treated with broad- 
spectrum antibiotics (or combined penicillin and streptomycin) 
in wards heavily infected with micrococci (staphylococci). They 
were fulfilled in the present cases. 


Anaphylactic Shock After Penicillin Injection: Three Fatal 
Cases. A. H. Andersen. Ugesk. leger 117:1237-1240 (Sept. 22) 
1955 (In Danish) [Copenhagen, Denmark]. 


The third of three cases in which the penicillin preparation 
is believed to have caused fatal anaphylactic shock in an 
asthma patient illustrates the danger of injecting penicillin when 
the patient has previously shown intolerance to the substance. 
The cases all support the assumption that compound penicillin 
preparations are more toxic than benzyl penicillin. The danger 
that penicillin injection may cause death is slight, but the pos- 
sibility of anaphylactic shock must be included in one’s con- 
siderations. Penicillin should be given only when clearly indi- 
cated. Before injection the patient must be asked whether peni- 
cillin has previously been given and, if so, whether it vas 
tolerated without side-effects. If there were earlier symptoms 
of allergy, the drug should not be given. 


Sarcoma of Thyroid Gland, A. S. Novaes. Rev. paulista med. 
47:70-82 (July) 1955 (In Portuguese) [Sao Paulo, Brazil]. 


Sarcoma of the thyroid gland is more frequent than is be- 
lieved. It is highly malignant, grows rapidly, and gives early 
metastases to the lung, bones, liver, kidneys, pleura, brain, and 
regional and distant lymph nodes. It may develop simultane- 
ously with a rapidly growing thyroid nodule or in an apparently 
normal thyroid gland. In the pretumor stage the firmness of 
the thyroid is increased and the mobility of the structure dis- 
appears. Symptoms of hyperthyroidism do not appear. The early 
symptoms are acute pain, radiating to the lateral shoulder and 
arm, dyspnea, and many other grave respiratory, nervous, and 
cardiovascular disorders. The tumor rapidly causes infiltration 
of the trachea and compression of the larynx and of important 
nerves and other structures. An early diagnosis is difficult. The 
test of radioactive iodine that measures the function of the 
thyroid nodules in comparison with that of perinodular normal 
tissues for emanation of radiations is of value. Prevention of 
thyroid sarcoma calls for systematic resection of all thyroid 
nodules, single or multiple. The curative treatment varies with 
the stage of the disease from total lobectomy, with regional 
lymph node dissection and resection of certain lateral veins, to 
total thyroidectomy, with ample regional lymph node dissection, 
resection of certain lateral veins and of an ample segment of the 
internal jugular vein, dissection of one of the recurrent nerves, 
and in certain cases parathyroidectomy. When tumor compres- 
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sion of the larynx is present, the treatment is palliative only, 
consisting of removal of tumor tissues, as ample as possible, or 
a tracheotomy. Tracheotomy is often indicated as an emergency. 
Local implantation of radium, roentgen therapy, and use of 
radioactive iodine are of no value in the advanced stage of the 
disease. The author reports on two women and a man between 
the ages of 50 and 73 first seen when their disease was in the 
inoperable stage. The tumor developed in the left lobe of the 
thyroid gland in all three patients. One of the patients had a 
nodular goiter, prior to the development of the sarcoma. The 
nodule had been inactive all through her life and suddenly be- 
came malignant shortly before the first consultation. In the other 
two patients, sarcoma developed in an apparently normal thyroid 
gland. In all cases the sarcoma was of the polymorphocellular 
type. The operation was only palliative. The patients died within 
two months after the operation. A patient died two weeks after 
the operation as the result of an acute hemorrhage from the 
operative wound. The other patient died two weeks after an 
emergency tracheotomy complicated by hemorrhage. 


Determination of Protein-Bound Iodine in Serum in Evaluation 
of Thyroid Function. B. Skanse. Nord. med. 54:1419-1423 
(Sept. 15) 1955 (In Swedish) |Stockholm, Sweden|. 


Determination of the protein-bound iodine in the serum by 
Riggs and Man’s method in 192 patients and by a modification 
of Barker and Humphrey’s method in 216 patients gave a cor- 
rect picture of the thyroid function in about 92% and 94% of 
the cases respectively. Barker and Humphrey’s simpler alkali 
ashing method is preferred for clinical use. Determination of 
the protein-bound iodine in the serum, properly applied, con- 
stitutes a valuable diagnostic method in cases where it is diffi- 
cult to estimate the function of the thyroid. The procedure 
cannot be used to evaluate the thyroid activity when the patient 
has been given iodine either in the form of iodides or organi- 
cally bound iodine. Analysis in 18 patients with hypothyroidism 
indicates that determination of the protein-bound iodine in the 
serum before and after administration of thyrotropic hormone 
is useful in the differential diagnosis between primary and 
secondary hypothyroidism. 


Intramuscular Trypsin in the Treatment of Chronic Thrombo- 
phlebitis. C. J. Wildman. Angiology 6:473-481 (Oct.) 1955 
|Baltimore|. 


Parenzyme intramuscular trypsin, a suspension of crystalline 
trypsin in sesame oil, each cubic centimeter containing 5 mg. 
of the active principle, was given to 10 selected patients with 
chronic thrombophlebitis. The patients were divided into three 
groups. The two patients in the first group were hospitalized 
and received 1 cc. of the drug every 12 hours for 10 days, | 
cc. twice a week for two weeks, and 1 cc. once a week for four 
weeks. There were four outpatients in the second group who 
received 1 cc. twice a week for two weeks, | cc. Once a week 
for four weeks, and 0.5 cc. once a week for two weeks. The 
four patients in the third group were given | cc. once a week 
for two weeks and 0.5 cc. once a week for six weeks. All pa- 
tients of the first and second groups showed impressive objec- 
tive and subjective improvement; the response of the hospital- 
ized patients was more rapid than that of the outpatients. Edema 
and induration were eliminated; healing of stasis ulcers was 
promoted. There was a tendency to restore the normal texture 
and color of the skin affected by postphlebitic pigmentation and 
eczema. The four patients in the third group showed an inade- 
quate therapeutic response and after eight weeks of treatment 
did not exhibit any signs of substantial regression of the exist- 
ing pathological condition. After eight weeks of initial therapy, 
treatment was suspended in all 10 patients for one month. Dur- 
ing this interval, every patient was examined once a week. After 
about three weeks exacerbation of all symptoms invariably 
occurred. Resumption of treatment with 0.5 cc. of the trypsin 
suspension Once a week tended to halt adequately the exacerba- 
tion and to mainiain the level of improvement attained after 
the initial intensive course of therapy in the six patients originally 
treated. The four patients in the third group were finally put 
on the therapeutic regimen of the second group and made the 
same satisfactory progress toward subsidence of edema, indura- 
tion, and ulceration. The results suggest that parenterally given 
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trypsin has a local diuretic effect on the edema and induration 
associated with chronic venous insufficiency and on the col- 
lateral edema and hyperemia associated with acute inflamma- 
tory conditions. 


Long-Term Treatment of Some Arteriopathies with Tromexan. 
C. M. Castro and G. Stritzler. Angiology 6:442-461 (Oct.) 1955 
[Baltimore]. 


Ethyl biscoumacetate (Tromexan Ethyl Acetate) was given to 
26 men and 3 women between the ages of 32 and 75 years, of 
whom 21 had arteriosclerosis obliterans, 5 thromboangiitis 
obliterans (Buerger’s disease), and 3 Leriche’s syndrome. The 
starting dose “of the drug was 1,200 mg. (4 tablets) or 600 mg. 
(2 tablets), according to the patient’s age and the condition of 
the capillary wall. This was followed by a maintenance dose of 
150 mg. (1% tablet) every 12 hours or 75 mg. ('4 tablet) at the 
same interval according to the modifications of the prothrombin 
time, determined by Quick’s test before the institution of the 
treatment and after that every eight days, or every three or four 
days if it fell to less than 30°. When the activity of the pro- 
thrombin time was lowered to a dangerous degree, administra- 
tion of ethyl biscoumacetate was suspended and vitamin C was 
administered intravenously in a dose of 500 or 1,000 mg.; in 
addition, rutin was given orally in a dose of 200 mg. Only 
occasionally, if hemorrhage was copious, was 50 mg. of synthetic 
vitamin K administered intravenously every four hours. The 
duration of the treatment varied from 20 to 480 days. Results 
showed that long-term treatment with ethyl biscoumacetate is 
effective for patients with arteriosclerosis obliterans, thrombo- 
angiitis obliterans, and Leriche’s syndrome. The drug promoted 
the healing of ulcers of the leg in five (80%) of six patients. 
Ethyl biscoumacetate apparently prevented serious complications 
that secondary thrombosis of the collateral network causes in 
patients with Leriche’s syndrome due to trauma. Sixteen patients 
with arteriosclerosis obliterans, 4 patients with thromboangiitis 
obliterans, and 2 patients with Leriche’s syndrome had pares- 
thesias, which were improved or entirely disappeared in 14, 3. 
and 2 patients respectively. Intermittent claudication was present 
in 18 patients with arteriosclerosis obliterans, 5 patients with 
thromboangiitis obliterans, and 2 patients with Leriche’s syn- 
drome; it was improved or disappeared completely in 13, 4, and 
2 patients respectively. Pain during rest was improved in the three 
types of patients 100, 50, and 100% respectively. Improvement of 
cbjective symptoms occurred in the three types of patients. 
Pulsation reappeared in 38 and 60, respectively, in the first two 
types; oscillations improved or reappeared in 48, 40, and 33% 
respectively; and skin temperature improved or became normal 
in 61, 33, and 33% respectively. These results may be explained 
by the prevention of new thromboses and by the tibrinolytic, 
antispasmodic, eutrophic, and probably anti-infectious action of 
ethyl biscoumacetate. 


External Electric Stimulation of the Heart in Cardiac Arrest: 
Stokes-Adams Disease, Reflex Vagal Standstill, Drug-Induced 
Standstill, and Unexpected Circulatory Arrest. P.M. Zoll, A. J. 
Linenthal, L. R. Norman and others. A. M. A. Arch. Int. Med. 
96:639-653 (Nov.) 1955 [Chicago]. 


Attacks of Stokes-Adams disease are due to inadequate cir- 
culation resulting from very slow idioventricular rhythm, ven- 
tricular standstill. ventricular tachycardia, or ventricular fibril- 
lation. Their manifestations include dizziness, syncope, pro- 
longed unconsciousness, and convulsions, and they may end in 
death. Drugs and cardiac puncture, the only therapy heretofore 
available, are dangerous and often ineffective. The authors 
developed an apparatus that makes a new therapeutic approach 
possible. It is an externally applied cardiac pacemaker that 
stimulates the heart electrically, terminates ventricular standstill, 
and maintains an externally paced ventricular rhythm for long 
periods. The cardiac pacemaker is a stimulator that is attached to 
the patient by two output wires connected to circular chest elec- 
trodes. After experimental studies in animals had established the 
efficacy and safety of external electric stimulation of the heart, 
the authors used it clinically. Of 37 patients with recent Stokes- 
Adams attacks, 25 required resuscitation with an external electric 
cardiac pacemaker. It resuscitated them repeatedly from ven- 
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tricular standstill and maintained an adequate circulation for as 
long as five days during persistent standstill. Ten survived 1 to 
24 months after resuscitation. From these experiences a program 
for the treatment of Stokes-Adams disease has been developed, 
combining the use of drugs with the electric pacemaker. External 
electric stimulation was also effective in resuscitating three pa- 
tients with ventricular standstill, syncope, and convulsions due 
to reflex vagal stimulation. Ventricular standstill due to digitalis 
or procainamide was terminated by external cardiac stimulation 
in four patients, two observed by the authors and two treated by 
others. In one of their patients and in four patients treated by 
others, the external pacemaker resuscitated the heart from un- 
expected circulatory arrest due to ventricular standstill. In seven 
other patients it was ineffective in the presence of ventricular 
fibrillation or myocardial unresponsiveness due to anoxia from 
delay in treatment. Prompt external application of the electric 
pacemaker should be carried out in these emergencies before 
one resorts to thoracotomy and cardiac massage. 


Rupture of the Interventricular Septum. R. G. S. Malone and 
W. FE. Parkes. Brit. Heart J. 17:448-452 (Oct.) 1955 [London, 
England]. 


Rupture of the interventricular septum occurred in seven 
patients admitted to two Belfast hospitals. Suggestive clinical 
signs are the appearance of a loud precordial systolic murmur, 
maximal to the left of the sternum in the fourth intercostal space, 
and often an associated systolic thrill in this area. At the time of 
septal rupture the patient’s condition deteriorates conspicuously; 
there is usually profound shock with peripheral circulatory 
failure and right heart failure. This complication of cardiac 
infarction seems to result from complete or almost complete 
infarction of the full thickness of the septal muscle. It seems that 
it is more likely to occur in the elderly hypertensive patient with 
advanced coronary arteriosclerosis who has suffered cardiac 
infarction during the previous fortnight. The prognosis seems to 
be uniformly poor. All the patients in this series died within a 
few weeks of septal rupture. 


Tobacco as a Contributing Cause of Degenerative Coronary 
Disease. L. H. Sigler. New York J. Med. 55:3107-3113 (Nov. 
1) 1955 [New York]. 


Of 1,186 men and 334 women with angina pectoris and cor- 
onary thrombosis, 519 men and 292 women were nonsmokers, 
while 667 men and 42 women had been habitual smokers since 
early youth. The possible effect of tobacco in expediting the de- 
velopment of degenerative coronary disease in these 1,520 pa- 
tients, 985 of whom were living and 535 were dead, was studied 
by a comparison of the age at onset of the clinical manifestations 
of the disease, the age at onset of coronary occlusion, and the age 
at death from coronary disease in nonsmokers and smokers. 
Clin‘cal manifestations of coronary disease before 50 years of 
age developed in only 29.2% of nonsmokers among men and in 
19.1% of nonsmokers among women, as compared with as many 
as 44.8% of smokers among men and 50.2% among women. 
The higher the degree of smoking, the earlier the onset of the 
clinical manifestations of coronary disease. The first attack of 
coronary occlusion before 50 years of age occurred in only 
27.7% of nonsmokers as compared with as many as 42.9% of 
smokers among men, and in only 14.7% of nonsmokers as 
compared with as many as 58.3% of smokers among women. The 
higher the degree of smoking in both men and women, the earlier 
the occurrence of the first attack of coronary occlusion. In male 
smokers as many as 20.2% died before 50 years of age, while 
in nonsmokers only 6.4% died before that age. In women as 
many as 46.5% smokers and 5.6% nonsmokers died before 50 
years of age. In both men and women the higher the degree of 
smoking, the earlier the occurrence of death. Several possible 
mechanisms may be considered as the underlying factors in the 
earlier degeneration of the coronary vessels in smokers. One is 
the effect of nicotine on the sympathetic nerve ganglions inducing 
recurring angiospasm of the coronary vessels. Another possible 
cause may be a metabolic upset resulting from the effect of 
nicotine on various other parts of the body. A third factor might 
be a very low-grade prolonged anoxemia resulting from the 
carbon monoxide of tobacco smoke. A fourth factor may be an 
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occasional allergy to tobacco. Although the earlier appearance 
Of clinical manifestations of coronary disease and of coronary 
occlusion as well as the earlier death from such disease in 
smokers, observed in the author's series, would appear to sug- 
gest that tobacco expedites the development of coronary disease, 
one must consider the fact that the differences in the number of 
smokers and nonsmokers in whom coronary disease developed 
were not marked. Tobacco may have some influence in expedit- 
ing the development of coronary disease in a small proportion of 
the population, but certainly it is not the sole cause of coronary 
disease, even in those patients in whom it appears to be operative. 
The underlying causes in all patients are probably heredity, 
metabolic disturbances, abnormalities in the chemical composi- 
tion of the blood, and physical, mechanical, and other unknown 
factors. 


Bronchial Lavage for the Recovery of the Tubercle Bacillus: 
Comparison with Gastric Lavage and Laryngeal Swabbing. A. 
W. Lees, T. J. R. Miller and G. B. S. Roberts. Lancet 2:800-801 
(Oct. 15) 1955 [London, England]. 


Laryngeal swabbing, gastric lavage, and bronchial lavage were 
carried out in each of 144 patients in whom minimal, possibly 
active, pulmonary tuberculosis had been diagnosed as the result 
of routine radiography. It was thought that this type of case 
would provide a good test of the efficiency of the different 
methods, because experience has shown that it is here often 
difficult to recover tubercle bacilli, even when the tuberculosis 
is active. The technique of bronchial lavage was as follows: the 
patient sat in a chair; his tongue was held forward; he was 
instructed to keep breathing and to avoid swallowing; and 3 or 
4 ml. of 1% amethocaine hydrochloride (Anethaine) with 
1/10,000 Adrenaline was run over the back of the tongue, 1 ml. 
at a time, into the larynx from a 2 ml. syringe. After a few 
minutes the patient was tilted to the affected side, and 10 to 
15 ml. of sterile physiological saline solution was similarly run 
over the back of the tongue into the larynx from a 20 ml. syringe 
to which a short piece of rubber tubing was fitted. The saline 
solution was coughed up from the bronchial tree, and the ex- 
pectorated material was collected in a sterile basin, transferred 
to a sterile container, and sent to the laboratory for culture. The 
Operator wore a gown and mask as in taking a laryngeal swab. 
In 35 of the 144 patients tubercle bacilli were obtained by one 
or more of the methods used. Bronchial lavage gave a positive 
result in 26 patients and gastric lavage in 14, and one or both 
laryngeal swabs (night and morning) gave a positive result in 8. 
Bronchial lavage was positive in 18 and gastric lavage in 6 cases 
when the other methods failed, and a laryngeal swab was posi- 
tive in One case when the other methods failed. Bronchial lavage 
has the advantage over gastric lavage that it can be done in the 
Outpatient department. But, as in laryngeal swabbing, the 
operator runs a risk of infection against which suitable pre- 
cautions must be taken. 


Clinical Investigations on the Effect of Penicillin-Sulfonamide- 
Combination-Preparati W. Nissel. Wien. med. Wehnschr. 
105:840-843 (Oct. 15) 1955 (In German) [Vienna, Austria]. 


A combined preparation of sulfamethazine (Diazil) and peni- 
cillin was given to 40 patients with pneumonia, bronchitis, and 
cystitis, respectively. One tablet of the preparation contained 0.5 
gm. of 4-6-dimethyl-sulfapyrimidine and 100,000 international 
units of penicillin. Four times from 5 a. m. to 9 p. m., the 
patients received two tablets two hours after the ingestion of 
food. This schedule made possible an eight-hour rest during the 
night. The duration of the treatment varied from six to eight 
days. Determinations of penicillin in the patients’ serums were 
carried out two and three hours after the ingestion of the drugs. 
In most of the patients bacteriostatically effective concentrations 
were Obtained with two tablets given every five to six hours. The 
clinical course and bacteriological examinations of sputum, 
urine, and stools of the patients showed the good effect of the 
preparation, which corresponded with the results of in vitro 
experiments. Patients with acute pneumonia and acute bronchitis 
showed an excellent response, although some of them had not 
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responded to previous treatment with penicillin, streptomycin, or 
sulfonamides. Patients with chronic pneumonia and chronic 
bronchitis or with recurrences responded poorly or not at all. 
The combined preparation was definitely effective in all the 
patients in whom the disease was caused by pneumococci and 
streptococci, but results were not uniformly good in those caused 
by micrococci and enterococci. The patients with cystitis, includ- 
ing those with Escherichia coli as the causative agent, showed 
an excellent response. These results suggest that the sulfameth- 
azine-penicillin preparation may be preferable to the broad spec- 
trum antibiotics in many patients because of its economy, its 
bacteriostatic effect, and the range of its action. The author 
cautions against the prolonged use of the drug because of the 
risk of nonpathogenic bacteria becoming virulent as the result 
of a disturbance of the normal bacterial flora. Subfebrile tem- 
peratures were observed in some of the patients towards the end 
of the treatment, but these subsided after its discontinuation. 


Lente Insulin in the Treatment of Diabetes. R. E. Slayton, R. E. 
Burrows and A. Marble. New England J. Med. 253:722-725 
(Oct. 27) 1955 [Boston]. 


Lente insulin has been used in the past two years by the authors 
in the treatment of 300 patients with diabetes mellitus. Results 
reported were obtained in special studies of 57 diabetic boys 
between the ages of 10 and 15 years at a summer camp in 
Massachusetts, and in 43 patients at the New England Deaconess 
Hospital. The effect of isophane (NPH) insulin and lente insulin 
was compared both in day-by-day maintenance studies and in 
tests involving the determination of the blood sugar level at 
frequent intervals over a 24-hour period. The insulin dose ranged 
from 12 to 68 units daily. The diet ranged from approximately 
180 to 225 gm. of carbohydrate, 85 to 120 gm. of protein, 90 to 
120 gm. of fat and 1,900 to 2,500 calories daily. Both at camp 
and in the hospital the usual daily program of the patient regard- 
ing diet and activity was not disturbed, and, in the studies com- 
paring the effect of the two insulin preparations, comparable 
conditions were ensured. Lente insulin has a prolonged hypo- 
glycemic effect, with a duration of action of approximately 24 
hours. Its action closely resembles that of isophane insulin, and 
the two types may be used interchangeably. In an additional 
study, 40 boys with diabetes mellitus were given a combination 
of lente and crystalline insulin; on one day the two types of 
insulin were given by separate injections, and on another day 
they were placed in the same syringe and given in a single injec- 
tion. Results showed that crystalline insulin may be given in a 
single injection with lente insulin just as with isophane insulin, 
with preservation of most of the rapid action of the unmodified 
type. This procedure is practicable and effective from a clinical 
standpoint. A few patients, particularly children, may complain 
of more discomfort at the site of injection with lente insulin than 
with other types of insulin. This is presumably due to the fact 
that with other types of insulin used in the United States the 
tricresol used as a preservative acts as a mild local anesthetic. 
In the lente insulin the preservative used is methylparaben, which 
is not anesthetic. Although allergic responses to lente insulin 
occur in certain patients, the authors’ experience suggests that 
they are less frequent than those to other varieties of insulin. 


Inhibiting Influence of Essential Hypertension on Malignant 
Growth and Rheumatoid Arthritis. S. G. Zondek. Acta med. 
scandinav. 152:231-238 (No. 3) 1955 (In English) [Stockholm, 
Sweden]. 


People suffering from essential hypertension have been shown 
to have a lesser inclination than others to malignant growth, 
including leukemia. This negative relationship is more pro- 
nounced in men than in women. The strongly inhibiting influence 
of essential hypertension on malignant growth may make itself 
felt in women only in the 40 to 49 year age group and may be 
much weaker in the following decade; in men, however, it is 
operative even in the decade from 60 to 69. An additional dif- 
ference is that certain malignant tumors in women, such as 
carcinoma of the breast and apparently also of the genital organs, 
are not affected at all, i.e., in these cases of malignancy the 
incidence of essential hypertension is more or less the same as 
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its usual incidence in persons without cancer. The possibility 
that similar negative relationships might exist between essential 
hypertension and other chronic diseases was investigated in rheu- 
matoid arthritis and diabetes mellitus, both of which are chronic 
conditions. A value of 160/90 mm. Hg was fixed as the upper 
limit of normal blood pressure, and only patients with pressures 
almost always exceeding this value were considered to have 
essential hypertension. The details of the investigation into a 
pessible relationship between essential hypertension and diabetes 
are to be published elsewhere, but it may be said that essential 
hypertension exerts a synergistic effect on diabetes. This syner- 
gistic effect, however, is observed only in women and is not very 
pronounced even in them. The incidence of essential hyperten- 
sion in patients with rheumatoid arthritis, on the other hand, is 
much lower than usual. Only 7 of the 95 patients aged 40 to 59 
were hypertensive, an incidence of 7.3% instead of the usual 
incidence of about 20%, and in the 60 to 69 year age group, 
which contained 31 patients, only 7 again were hypertensive. The 
nature of the promoting factor or factors active in human cancer 
is not satisfactorily known, but it may be assumed that the 
metabolic (possibly hormonal) imbalance representing the back- 
ground of essential hypertension is unfavorable for the action of 
this factor or factors, that is, people with essential hypertension 
may harbor an inhibiting (antipromoting?) factor. The promoting 
factor may be of a different nature in different types of cancer, 
and this may be the reason why essential hypertension does not 
exert an inhibitory influence on all forms of malignant growth. 
Both the promoting factor and the inhibiting factor or factors 
may be considered nonspecific in nature. This would explain why 
the cancer-inhibiting factor associated with essential hyperten- 
sion may also exert either an antagonistic or a synergistic in- 
fluence on other diseases. Similar properties are possessed by 
cortisone, and it may be that there is a structural relationship 
between this substance and the as yet unidentified agent active 
in essential hypertension. 


Failure of Chemotherapy to Prevent the Bacterial Complicaticas 
of Measles. L. Weinstein. New England J. Med. 253:679-683 
(Oct. 20) 1955 [Boston]. 


Secondary bacterial infection is the commonest complication 
of measles, and since the introduction of the sulfonamides these 
and other potent antibacterial agents have been used for the 
prophylaxis of the bacterial complications of measles. The author 
investigated the influence of chemotherapy given before hos- 
pitalization in the preeruptive and eruptive stages of measles 
(rubeola) on the number and type of complications present at 
the time of admission of patients to the hospital. For comparison, 
the course of untreated measles in the hospital was also studied, 
both in cases in which bacterial infection did not occur and in 
those in which it did develop and was treated with an anti- 
microbial agent. A total of 428 patients with measles was 
studied. Of 130 patients hospitalized after having received chemo- 
therapy at home before the development of bacterial infection, 
30.4% had secondary bacterial disease at the time of admission. 
This complication was present in only 15% of 298 cases in 
which no antimicrobial agent had been used before hospitaliza- 
tion. In 350 patients (256 received no drug and 94 were treated 
before hospitalization) not treated after admission to the hos- 
pital, rate of secondary bacterial infections was 4.6%. Hemoph- 
ilus influenzae was the organism the most frequently responsible 
for secondary infection in patients who had received antimicro- 
bial therapy; the pneumococcus, beta-hemolytic streptococci, 
Staphylococcus aureus, and H. influenzae were the most common 
etiological agents when drugs were not administered. Of 78 
patients who received chemotherapy after entry to the hospital, 
a superinfection developed in 11% during the course of treat- 
ment. Despite the fact that the patients described in this paper 
are a Somewhat selected group and represent only a fraction of 
cases of measles treated by physicians at home, the data pre- 
sented strongly suggest that antimicrobial agents do not prevent 
the development of serious bacterial infection during the course 
of measles and that their use may actually be associated with 
an increased risk of development of this complication. 
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Clinical Experience with the C-Reactive Protein Test. R. J. 
Roantree and L. A. Rantz. A. M.A. Arch. Int. Med. 96:674- 
682 (Nov.) 1955 [Chicago]. 


Recently the detection of the C-reactive protein in human 
blood has been gaining attention as an index to inflammation or 
tissue destruction within the body. The C-reactive protein is a 
specific protein that has been crystallized. Present knowledge 
points toward its being a beta-globulin, probably bound to a 
lipid in the serum. The introduction of a commercial antiserum 
has made the detection of C-reactive protein a practical pro- 
cedure for any laboratory. It is a simple precipitation reaction 
that could be done in the doctor’s office. This study was under- 
taken in order to obtain information as to the value and limita- 
tion of the test when applied to general medical problems. The 
authors report experience with the C-reactive protein in 443 
general medical cases and 50 normal controls. Some comparisons 
were drawn between the results of this test and the results of 
the erythrocyte sedimentation rate, leukocyte count, and tem- 
perature recordings in the same patients. The C-reactive protein 
was rarely present in the serum of a person in whom no inflam- 
matory or necrotizing process could be found. It was consistently 
found in the serum of patients with bacterial infections, active 
rheumatic fever, acute myocardial infarct, and widespread malig- 
nant disease. It was commonly, but not as consistently, found 
in cases of active rheumatoid arthritis, virus infection, and active 
tuberculosis. It was rarely present in cases of limited primary 
carcinoma, uncomplicated chronic leukemia, multiple myeloma, 
or widespread superficial dermatitis. The C-reactive protein tesi 
gave fewer false-positive reactions than the other indexes of 
inflammation with which it was compared and, in general, gave 
a better positive correlation with inflammatory or necrotic pro- 
cesses. It did not give as good a positive correlation with active 
tuberculosis as did the erythrocyte sedimentation rate. A distinct 
advantage of the C-reactive protein test is that no interpretation 
of normal range is necessary. Any positive reaction may be 
considered abnormal. 


Studies of C-Reactive Protein in Patients with Rheumatic Heart 
Disease: I. Lack of Correlation Between C-Reactive Protein and 
Aschoft Bodies in Left Auricular Appendage Biopsies. S. K. 
Elster and H. F. Wood. Am. Heart J. 50:706-714 (Nov.) 1955 
[St. Louis]. 


The C-reactive protein, an abnormal protein not found in the 
serums of normal patients, appears as an acute phase response 
in various conditions such as trauma, infections, necrosis, neo- 
plasia, and granuloma formation. It has been characterized as a 
beta globulin by free electrophoresis and is apparently combined 
with lipid in vivo. It is a very sensitive, though nonspecific, in- 
dicator of the disease activity in acute rheumatic fever and has 
been used as a guide in the treatment and management of pa- 
tients. It has often proved more useful than other nonspecific 
indicators, such as the erythrocyte sedimentation rate or the 
white blood cell count. Some degree of correlation should there- 
fore be discernible between the presence of C-reactive protein 
in the blood of patients undergoing commissurotomy for rheu- 
matic mitral stenosis and the finding of Aschoff bodies in the 
left auricular appendages removed at operation if the existence 
of these bodies is an indication of acute rheumatic activity. 
Twenty such patients, aged 28 to 50, none of whom had overt 
acute rheumatic fever or even a suspicion of moderate rheumatic 
activity, were thoroughly studied in an attempt to correlate the 
C-reactive protein, as well as other clinical and laboratory tests 
for acute rheumatic fever, with the histopathological findings 
in the resected auricular appendages. The preoperative studies 
included appropriate roentgenographic, electrocardiographic, and 
cardiac catheterization determinations, in addition to the clinical 
examination. Each patient had a urinalysis, a complete blood 
cell count, erythrocyte sedimentation rate (Westergren method) 
and antistreptolysin-O determinations, and tests for C-reactive 
protein. Finger-fracture mitral commissurotomy was performed 
and the resected left auricular appendages were fixed in neutral 
Formalin solution and studied microscopically. Aschoff bodies 
were found in seven. No significant differences were detected 
between the patients with and those without Aschoff bodies in 
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the appendage in regard to age, sex, duration of heart disease, 
fever, electrocardiographic abnormalities, white blood cell count. 
or erythrocyte sedimentation rate. The antistreptolysin-O titers 
were elevated in four of the patients with Aschoff bodies as 
compared with three of those without. No correlation was evi- 
dent between the presence of C-reactive protein in preoperative 
blood specimens and that of Aschoff bodies in the auricular 
appendage. Only two of the seven patients with Aschoff bodies 
had C-reactive protein in their serum before operation, whereas 
it Was present in four of the others. Lack of correlation between 
the C-reactive protein and the presence of Aschoff bodies in the 
auricular appendage may indicate that the pathological process 
is not sufficiently active to lead to the formation of this abnormal 
protein. The degree of rheumatic activity in cases in which 
Aschoff bodies are present but no C-reactive protein can be 
detected in the blood may have little or no clinical significance. 


C-Reactive Protein in Serum of Patients with Leprosy. A. S. 
Rabson. Internat. J. Leprosy 23:155-161 (April-June) 1955 [New 
Orleans]. 


The author studied the levels of C-reactive protein in the 
serums of 100 patients with leprosy. It was hoped that the 
determination of the C-reactive protein might be of value in 
detecting the presence and degree of inflammatory response to 
Mycobacterium leprae infection. It was also hoped that this 
information might be of some prognostic importance or of aid 
in evaluating response to therapy. This abnormal protein was 
found in 37 of 47 patients with lepromatous leprosy classed as 
active, in 13 of 41 patients with apparently arrested lepromatous 
leprosy, and in 7 of 12 patients with tuberculoid leprosy. Dis- 
cussing possible explanations for the absence of C-reactive pro- 
tein in some of the active cases and its presence in some of 
the apparently arrested cases, the author suggests that some 
difference in host response may be involved, but long-term 
Observations will be necessary to establish whether failure of 
the development of C-reactive protein has a favorable or an 
unfavorable prognostic significance. Since almost all of the 
patients in whom C-reactive protein failed to develop were 
receiving sulfone therapy at the time the serums were studied, 
the absence of the C-reactive protein may be an early manifesta- 
tion of a favorable therapeutic response. This would be in accord 
with the disappearance of the C-reactive protein in patients with 
acute rheumatic fever during cortisone therapy. It is of interest 
that two of the patients with active lepromatous leprosy without 
C-reactive protein were under treatment with cortisone for 
erythema nodosum at the time the serums were collected. Only 
16 of 41 patients with apparently arrested lepromatous leprosy 
had C-reactive protein, and a number of them had inflammatory 
diseases unrelated to their leprosy; in only 5 was it impossible 
to find an explanation for the presence of the C-reactive protein, 
but it is nevertheless possible that undetected foci of infection 
existed. The results in the 12 patients with tuberculoid leprosy 
are difficult to interpret. In all of the seven patients with C-re- 
active protein it was assumed that the disease process had been 
arrested, and in only two of these could an adequate reason for 
the C-reactive protein be found. Here again the possibility of 
undetected inflammatory foci of a nonlepromatous or of a 
lepromatous nature must be considered. With regard to the 
presence of C-reactive protein in 19 of 24 patients with leprosy 
and secondary amyloidosis, the author says that the relationship 
of C-reactive protein to amyloidosis is as yet unknown and merits 
further study. 


Hydatid Cyst Associated with Goiter. FE. Logaldo. Rev. Asoc. 
méd. argent. 69:256-258 (Aug. 15-30) 1955 (In Spanish) [Buenos 
Aires, Argentina]. 


Hydatid cysts in the thyroid gland are very rare. The Argen- 
tinean literature reports 13 cases. In none of those did the cyst 
develop on a hyperfunctioning nodular goiter. Sixty-eight cases 
of hydatid cysts were observed in the various departments of 
the Policlinico Provincial of Buenos Aires in the course of the 
last 13 years. The cysts were located in the lungs or in the liver 
in the majority of the cases, in some other structures in One or 
two cases, and in a nonhyperfunctioning thyroid gland in one. 
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The history of a patient in whom the hydatid cyst developed ona 
hyperfunctioning nodular goiter is presented. A woman 32 years 
old had five children. Pregnancy, delivery, and puerperium had 
been normal on every occasion. A small, asymptomatic goiter 
was Observed on the left side of her neck while she was ap- 
parently in normal health. In three months the right side of the 
goiter rapidly grew to the size of an orange, producing marked 
symptoms of hyperthyroidism, without exophthalmos, The chest 
was normal on roentgen examination. The treatment consisted 
of administration of propylthiouracil in daily doses of 200 mg., 
hypertonic dextrose solution, sedatives, and C and B vitamins 
for three weeks, followed by discontinuation of the antithyroid 
treatment and administration of Lugol’s solution for 10 days and 
an operation after that period. A preoperative diagnosis of 
thyroid hydatid cyst was not made. The operation consisted of a 
subtotal thyroidectomy, which brought rapid cure. Biopsy 
studies of the left half of the thyroid showed nodular goiter. 
Macroscepic study of the operative specimen and section of the 
specimen showed hydatid cyst occupying the whole right half of 
the thyroid gland with three daughter cysts in its cavity. The 
patient is in normal health four years after the operation. 


Arthrogryposis Multiplex Congenita: Review of 54 Cases. J. H. 
Kite. South. M. J. 48:1141-1146 (Nov.) 1955 [Birmingham, Ala.|. 


The occurrence of congenital limitation of motion in several 
joints, associated with one or more congenital deformities, is 
described in 34 boys (63%) and 20 girls (37%). Motion in the 
shoulders was limited to less than a right angle in 22 patients, 
the elbow could not be extended in 22, and in 7 it was fixed in 
extension; the head of the radius was dislocated in 4 and the 
wrist was flexed in 31 and hyperextended in 3. The fingers showed 
many variations in the limitation of motion in the various joints. 
Twenty-three children showed dislocation of the hips. Motion 
was limited in the knees in 43 children. Of the 54 patients, 42 
(76° ) had clubfeet; the right foot only was clubbed in 6 patients, 
the left in 4, and both in 32. Nine children had a very severe 
bilateral flatfoot deformity, and six had a metatarsus varus type 
of deformity. Only 4 of the 54 children had normal feet. Two 
children, one girl and one boy, had arthrogrypotic mothers and 
one boy had an arthrogrypotic father. The family history of six 
children revealed ancestors with deformities. Two siblings, a 
boy and a girl, were arthrogrypotic, their father and mother 
being first cousins with no deformities on either side of the 
family for several generations. There were three sets of twins 
in the author's series, and in each case the twin was normal, 
while the one treated was a typical arthrogrypotic; one girl had 
a normal twin brother, one boy had a normal twin brother, and 
the third set were identical twin boys, Of the 54 arthrogrypotic 
children, 17 were first-born children, 10 were second-born, 7 
third-born, 2 fourth-born, 4 fifth-born, 3 sixth-born, 2 seventh- 
born, 3 eighth-born, one ninth-born, and one tenth-born, and 
in the remaining 4 the order of birth was not known. Twenty-s:x 
children were full-term babies, 10 were premature, and in 18 
there was no statement. The fairly typical syndrome of congenital 
limitation of motion in several joints associated with One or more 
congenital deformities is of unknown causation and has been a 
rare condition for the past 30 years, but there has been a sudden 
increase of this condition in the author's practice during the past 
year. With regard to heredity, the genetic theory is substan- 
tiated by the fact that three arthrogrypotic parents have had 
children with similar deformities, It is controverted by the fact 
that there were three sets of twins, one in each set normal and one 
arthrogrypotic. The arthrogrypotic was the first-born child in 
one-third of the author's cases. Only half of the babies were 
known to be full term. Arthrogryposis occurs more frequently 
in charity patients than in private practice. Correction of de- 
formities lies in the orthopedic field. 


Clinical Experiences with the Skin Biopsy Method of Detecting 
Chromosomal Sex. A. R. Sohval, J. A. Gaines and J. L. Gabri- 
love. Am. J. Obst. & Gynec. 70:1074-1082 (Nov.) 1955 [St. 
Louis]. 


A sex difference has been observed in intermitotic nuclear 
structure in the cells of various tissues and organs of numerous 
animal species and humans. A conspicuous mass of chromatin, 
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termed sex chromatin, is found in approximately two-thirds of 
the cells of females. The sex chromatin is approximately one 
micron in size in human epidermal nuclei and is planoconvex 
with its flattened aspect in contact with the inner surface of the 
nuclear membrane. A smaller chromatin body, lacking the char- 
acteristic size and morphology of the female sex chromatin, may 
be encountered very infrequently (approximately 5%) in cells 
of males. The present study was undertaken in an effort to ex- 
plore the usefulness of the skin biopsy method of chromosomal 
sex detection by applying it to individuals with sex hormonal 
disturbances, intersexual abnormalities, cryptorchism, and ad- 
renocortical disorders. Sexually and hormonally normal males 
and females served as controls. The accuracy and relative sim- 
plicity of chromosomal sex detection by means of skin biopsy 
was confirmed in 28 male and 27 female patients who were 
sexually and hormonally normal. Studies of nuclear morphology 
in the skin of individuals with marked aberrations of sex hor- 
monal status indicate the stability of the sex chromatin. These 
observations are consistent with the hypothesis that the char- 
acteristic chromatin body is derived from portions of the two X 
chromosomes of females and that it is not an index of sex 
hormonal function. The male type of epidermal nuclear struc- 
ture was encountered in a patient with ovarian agenesis (Turner's 
syndrome), in one with male pseudohermaphroditism, and in 
another with either male pseudohermaphroditism or true her- 
maphroditism. The chromosomal sex corresponded to the ap- 
parent genital sex in a boy with unilateral uncomplicated cgyp- 
torchism, in a man and a woman with adrenal cortical hyper- 
function (Cushing’s syndrome), and in a man and a woman with 
adrenal cortical hypofunction (Addison's disease). These studies 
support the view that the identification of chromosomal sex by 
the skin biopsy method is helpful in the differentiation between 
female and male pseudohermaphroditism. 


An Epidemic of Histoplasmosis in Warrenton, North Carolina. 
T. Parrot Jr., G. Taylor, M. A. Poston and D. T. Smith. South. 
M. J. 48:1147-1150 (Nov.) 1955 [Birmingham, Ala.}. 


An epidemic of histoplasmosis that occurred in Warrenton, 
N. C., in May, 1947, was thought to be an outbreak of orni- 
thosis because of the association with pigeons that used the 
belfry of an old church for roosting and nesting. A contractor 
and six workmen entered the belfry for the purpose of recon- 
struction. It was estimated that there was about one-half ton 
of pigeon feces deposited on the floors. Some squabs were re- 
moved by the workmen and, according to reports, consumed by 
them and their families. The contractor and the six men became 
ill 12 to 14 days after their exposure to the dried pigeon feces. 
All had symptoms described as characteristic of influenza. All 
attempts to isolate a causative agent failed, and the patients 
recovered in from one to four months and remained well. Five 
years later, one of the patients, who had been most severely ill, 
had a routine chest roentgenogram made, revealing hundreds of 
small calcified nodules of the type commonly observed in healed 
primary histoplasmosis. When restudied, six of the seven original 
patients had positive skin tests to histoplasmin and five showed 
calcified spots in the lungs. Serums from the acute and con- 
valescent phases of the disease were available from four patients, 
and these revealed complement-fixing antibodies to Histoplasma 
capsulatum. The occurrence of an epidemic of histoplasmosis in 
a nonendemic area should remind one of this disease in differ- 
ential diagnosis under certain circumstances. 


SURGERY 


Mitral Valvotomy: A Follow-up of 45 Patients for Three Years 
and Over. C. Baker, R. Brock and M. Campbell. Brit. M. J. 
2:983-991 (Oct. 22) 1955 {London, England}. 


Of 31 women and 14 men with mitral stenosis, the first 45 
patients who survived mitral valvulotomy at Guy’s Hospital in 
London, England, 20 were in the preoperative state of 
total incapacity (grade 4), 24 in that of gross disability 
(grade 3), and one in that of moderate disability (grade 2). 
All of these patients were followed up for three years and 
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some for up to six years. The first assessment of the patients’ 
State was made one year after the operation, when 21 patients 
had obtained excellent results (3 or more grades of improve- 
ment), 17 good results (2 grades of improvement), 5 fair results 
(1 grade of improvement), One poor results (no improvement), 
and one patient had died; thus results of operation were satis- 
factory in 38 patients and disappointing in only 7. During the 
second postoperative year 6 patients deteriorated, and at the 
end of three years 11 of the 38 patients had joined the dis- 
appointing group, leaving 27 with good or excellent results. 
Ihe third year after the operation is evidently more critical than 
the first two years, but some patients who were followed for 
four and five years maintained their improvement and were 
leading active lives. Results after three years were much better 
in those who were graded as excellent than in those who were 
graded as good some months after operation, showing that this 
clinical judgment was in general a valid one for the future. The 
size of the heart, the degree of disability, and the presence of 
atrial fibrillation before the operation did not seem to influence 
the result in this three-year period, but they will do so in the 
long run. Measurement of the valve at operation showed 
that the results were better in those cases in which it was less 
than | cm. in diameter. Patients in whom the surgeon found 
it impossible to produce an opening that was as large as 2 cm., 
or in whom there was gross incompetence, did not obtain good 
results. Of 18 patients in whom a full opening or one over 3 
cm. was produced by surgery, 17 obtained good results and only 
one poor results. Mitral regurgitation before valvulotomy re- 
duced the ratio of good results and increased that of only fair 
results. There was a close association between calcification of 
the valve and regurgitation. There was not a single case in which 
a successful valvulotomy failed to reduce pulmonary hyper- 
tension, and, in general, the greater the degree of pulmonary 
hypertension, the better the chance of a good result. In three 
patients atrial fibrillation occurred after operation and normal 
rhythm could not be restored: the condition of all three patients 
was poor but their number was small. Fourteen of the 18 pa- 
tients who had fibrillation preoperatively maintained good or 
excellent results and thus did better in maintaining the improve- 
ment gained by valvulotomy than those who had normal rhythm 
before the operation. Loss of improvement from operation when 
atrial fibrillation occurred later indicated that the margin of bene- 
fit conferred was not great and suggested that the valve had re- 
stenosed. There was no correlation between the presence or 
absence of Aschoff bodies in the auricular appendage and the 
clinical evidence of rheumatic activity and the subsequent course 
of the patients. There was evidence in three patients, of whom 
one died and two had second operations, that there was some 
restenosis of the valve, which was more likely due to further 
rheumatic infection than to fibrosis from stress. By comparing 
in some detail the patients who have maintained their good 
results with those who have lost them, it appeared that, although 
at first the patient's symptoms and increased capacity are more 
important than any diminution in the physical signs, the latter 
give a better indication that the good results are likely to be 
lasting, and improvement in the electrocardiogram or roent- 
genogram is also of value. One can say that 2% of the authors’ 
patients lost all their improvement in the first year, 6% in the 
second year, 10% in the third year, and perhaps 15% in the 
fourth year. It is unlikely that improved selection and improved 
surgery will ever prevent some progressive deterioration, for 
valvulotomy is performed on a heart that has been damaged 
by rheumatic infection. But, although some patients have not 
maintained their initial improvement, even these have had the 
benefit of increased or normal activity for one year or more. 
That second operations can be done on some patients if re- 
stenosis occurs emphasizes the need for a thorough follow-up. 


Systemic Embolism and Left Auricular Thrombosis in Relation 
to Mitral Valvotomy. J. R. Belcher and W. Somerville. Brit. 
M. J. 2:1000-1003 (Oct. 22) 1955 |London, England}. 


Of 430 patients on whom mitral valvulotomy was performed, 
there was a history of systemic embolism before the operation 
in 54 (13%). Comparison of these 54 patients with 200 con- 
secutive patients without embolism who had mitral valvulotomy 
revealed that the patients with embolism differed from 
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those in the control group in that the average age at 
Operation was higher, the sex incidence was less predomi- 
nantly female, atrial fibrillation was more common than sinus 
rhythm, dyspnea was less severe, the left auricular appendage 
was larger, and the incidence of mitral incompetence was slightly 
greater. Five (9°) of the 54 patients with preoperative emboli 
had a further embolic incident at or after valvulotomy. At 
Operation 68 patients (16° of the 430) had a thrombus in the 
left auricular appendage, and embolism developed in 11 of these 
(16 of the 68) during or after operation. Systemic embolism was 
closely related to mitral valvulotomy in 24 (6% of the 430 pa- 
tients): it occurred during operation in 17, within a few hours 
in 2, and within 15 days in 5. Late emboli occurred in four 
patients: after seven weeks in one, after one year in two 
and after 16 months in one. Of the 24 patients, 5 (219%) had a 
history of preoperative embolism. Thrombosis of the left auricu- 
lar appendage could not be diagnosed before operation. In gen- 
eral it was observed more often in male patients with atrial 
fibrillation and mitral calcification. It was more than twice as 
common (30) in patients with a history of previous embolism 
as in those without such a history (13%) and was present in 
almost two-thirds of those in whom an embolus developed at 
operation. Embolism was observed more than twice as often 
when a fresh “red” thrombus had occurred as when a “gray” 
thrombus had been formed. A successful valvulotomy will not 
prevent further systemic embolism, but there is reason to believe 
that it will reduce its incidence. 


Surgical Procedure for Coronary Arterial Disease. D. S. Leigh- 
ninger and C. S. Beck. Angiology 6:395-402 (Oct.) 1955 
{Baltimore}. 


A surgical procedure, known as the Beck 1 operation, was 
practiced in 88 patients with coronary arterial disease. It con- 
sists of the following steps: mechanical abrasion of the epi- 
cardium and the cardiac surface of the parietal pericardium, 
application of an inflammatory agent (0.2 gm. of powdered 
asbestos) to the surface of the heart, partial ligation (3 mm.) 
of the coronary sinus near its ostium into the right auricle, and 
application of tissue grafts (the abraded pericardium and vascue 
lar mediastinal fat) to the surface of the heart. Mechanical 
abrasion of the epicardium produces a mild inflammatory re- 
action, which is a stimulus to the growth of intercoronary arterial 
communications, It also removes the epicardium as a mechanical 
barrier to the growth of extracoronary arterial communications 
from the abraded pericardium and vascular mediastinal fat into 
the myocardium. The inflammation resulting from the asbestos 
powder is also a stimulus to the growth of intercoronary com- 
munications. The application of tissue grafts to the surface of 
the heart provides for the possible growth of extracoronary 
communications. Ligation of the coronary sinus provides for 
greater extraction of oxygen from blood in the capillary bed and 
also stimulates the development of intercoronary communica- 
tions. Thus the major benefit from this surgical procedure is 
stimulation of growth of intercoronary communications, which 
bring additional small but important quantities of blood to the 
ischemic myocardium and prevent the development of an oxygen 
differential. This additional blood saves life and saves the myo- 
cardium from degeneration. There were seven operative deaths 
(an operative mortality of 8°); two of the seven deaths resulted 
from thoracotomy alone, and five patients died postoperatively 
before their discharge from hospital. Since discharge from the 
hespital, only two patients died, a late mortality rate of 2.3%. 
The more important component of the so-called operative mor- 
tality was the disease rather than the surgical procedure. Surgical 
intervention relieved symptoms to a significant degree in 9 out 
of 10 patients. The trend of the authors’ experience seems to 
indicate that this surgical procedure prolongs life. There is no 
experimental evidence to indicate that medical therapy adds a 
single drop of blood to ischemic areas of myocardium. In view 
of this limitation, together with the evidence of benefit from 
and safety of the surgical procedure described, the patient with 
coronary arterial disease should be informed that there is a 
method of treatment more effective than rest and limitation of 
activity. The Beck | operation should be done early in the course 
of disease, before a fatal oxygen differential or before irreparable 
damage to the myocardium occurs. 


Vil 
195 


Vol. 159, No. 17 


Contribution to Early Diagnosis of Pulmonary and Bronchial 
Carcinoma, H. Schmidt. Miinchen. med. Wchnschr. 97:1349- 
1351 (Oct. 14) 1955 (In German) |Munich, Germany]. 


Of 30 patients operated on for carcinoma, 8 were subjected 
to pneumonectomy and 15 to lobectomy. In the remaining seven 
patients, thoracotomy revealed that pneumonectomy, although 
technically feasible, would have been an immediate threat to the 
patient’s life and would not have made its prolongation pos- 
sible; pneumonectomy, therefore, was not performed. There were 
no operative or early deaths. An early diagnosis was made in 
only 7 of the 23 patients on whom resections were performed, 
in the 16 other patients the diagnosis had been delayed until 
the time of operation for from six months to one and a half 
years. In the seven patients in whom surgical intervention was 
limited to thoracotomy, the diagnosis was delayed up to two 
years. Carcinoma had either been mistaken for tuberculosis or 
had remained concealed by atypical secondary pneumonias. Of 
the 23 patients who underwent resection, 10 had pulmonary 
carcinoma and 13 had bronchial carcinoma. Early clinical and 
roentgenologic manifestations of pulmonary and bronchial car- 
cinoma are highly atypical. The following rules should be ob- 
served to further early diagnosis and early surgical intervention. 
1. Solitary pulmonary foci should be removed by resection, 
although they may show only little increase in size and although 
definite differentiation from active tuberculoma may not be pos- 
sible. 2. Bronchography should be performed in the search for 
bronchial tumors in all patients with atypical bronchopneumonia, 
pneumonia, pleuropneumonia, lung abscess, or pulmonary 
gangrene in whom complete restoration to normal does not occur 
or who have recurrences. 3. All fresh, apparently tuberculous 
processes with involvement of hilus in male patients, without 
any demonstration of bacilli or with a single demonstration, 
must be suspected to be tumors, and bronchograms are, there- 
fore, indispensable. The observation of acute atelectases in cases 
of this type is pathognomonic of bronchial carcinoma. In co- 
operation with special clinics one must attempt clarification, 
without a prolonged observation period, in all cases in which 
carcinoma is suspected. Excellent results may be obtained from 
early surgical intervention consisting of lobectomy rather than 
pneumonectomy. Operative and early mortality rates associated 
with pulmonary resection need not exceed those of gastric re- 
section. Today the approach to the lungs and bronchi for diag- 
nostic purposes is easy and may be of considerable aid in giving 
malignant lesions of the lung first place for surgical intervention 
among those of all the other internal organs. 


Dangers and Management of Retained Tracheobronchial Secre- 
tions. H. T. Ransdell Jr. Am. Surgeon 21:1001-1007 (Oct.) 
1955 |Baltimore|}. 


There are patients who literally drown in their own tracheo- 
bronchial secretions. Normally these secretions are eliminated 
by ciliary action and by cough. If anything interferes with this 
elimination, e. g., impairment of the cough reflex or ciliary 
action, these secretions dam up with resulting obstruction of 
the airway, atelectasis, hypoxia, pneumonia, and death. Factors 
responsible for excessive tracheobronchial secretions and their 
retention are: aspiration of oral and pharyngeal secretions; 
chronic bronchitis (often secondary to heavy smoking) and mild 
bronchiectasis; inability of the patient to cough and expectorate; 
unconsciousness of patient as with narcotics, anesthetic agents, 
and coma or comatose states; ineffectual cough due to pain or 
tight abdominal binders; tenacious secretions; paradoxical 
motion of chest or mediastinum as with thoracoplasty, multiple 
rib fractures, and sucking wounds of the chest; semi-Fowler’s 
position, which favors collection of secretions in the bases of the 
lungs; and atelectasis. The most important symptom of retained 
tracheobronchial secretions is a relatively unproductive, wet, 
“rattly” cough. With more advanced bronchial obstruction, dul- 
ness, diminished breath sounds, and fremitus usually are pres- 
ent. Rhonchi detectable by stethoscope usually are a late or pneu- 
monic expression of retained secretions. Roentgenograms often 
are of great help and suggest retained secretions if the lungs 
appear poorly aerated and if atelectasis is demonstrated. Patients 
should be trained to cough. During major surgery an endo- 
tracheal tube should be used to facilitate aspiration of secretions 
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and, before the patient is removed from the table, all pharyn- 
geal and tracheobronchial secretions should be removed. The 
patient is encouraged to cough at least every hour during his 
first 24 to 48 hours after operation and at gradually increasing 
intervals thereafter. His position is changed, side to back and 
back to side. As soon as possible, the patient should be gotten 
out of bed and encouraged to walk. The following aids facili- 
tate coughing: several deep breaths or a little swallow of water 
just prior to coughing, support of the operative incision during 
the coughing either by the attendant or the patient himself, and 
having the patient sit up while coughing. Inhalation of high 
humidity atmosphere for 20 to 30 minutes, three or four times 
daily, is helpful in thinning or preventing drying of the secre- 
tions and thus making them easier to cough up. Ammonium 
chloride, in | gm. doses every two to four hours, is very helpful 
in this respect. Bronchoscopy and tracheobronchial catheter 
aspiration is necessary in patients unable to remove their tracheo- 
bronchial secretions. Hardly anything is more gratifying than to 
see a cyanotic moribund patient with the “death rattle” clear 
his cyanosis, reaerate his lungs, return to consciousness, and start 
on the road to recovery from an apparently hopeless situation, 
within 10 to 15 minutes after aspiration of his tracheobronchial 
secretions, 


Contribution to Prophylactic Hormone Therapy with Testos- 
terone in Mammary Carcinoma. G. Buttafarri. Riforma med. 
69:1022-1026 (Sept. 10) 1955 (In Italian) |Naples, Italy]. 


Testosterone administered to patients with cancer of the breast 
treated surgically retarded the fatal progression of the disease 
and prevented the onset of early relapses and metastases. Butta- 
farri used the hormone therapy for 20 patients in the 35 to 45 
year age group. After a radical mastectomy with dissection of 
the axilla had been performed and the operative wound had 
healed, the patients were given roentgen irradiation to the ovaries 
on two anterior and posterior fields centered around each ovary. 
A total of 600 r was given to each field. One month later, tes- 
tosterone therapy was begun with a test dose of 50 mg. weekly 
for three weeks, followed at first by a dose of 50 mg. every other 
day for one year and then by a maintenance dose of 250 mg. 
every two weeks for the following years. A follow-up could be 
made of 11 patients, some of whom are still living and receiv- 
ing the hormone 6 to 10 years after the operation; the others 
in whom the radical intervention was performed in 1950 are 
also still continuing the therapy. All are euphoric and show a 
marked improvement in general condition, gain in body weight, 
and a greater work endurance. Despite the large doses of tes- 
tosterone, virilizing side-effects were never too marked. In a few 
instances they were decreased by substituting the hormone with 
methylandrostenediol. Because testosterone therapy did prolong 
the survival time of his patients, the author feels that it should 
be used more extensively for patients with breast cancer after 
they have undergone a radical mastectomy. 


Intermittent Claudication and Sympathectomy. G. FE. Mavor. 
Lancet 2:794-796 (Oct. 15) 1955 |London, England}. 


In limited occlusion of the main vessel of the lower limb sec- 
ondary to atheroma, the collateral circulation forms an ade- 
quate bypass returning a distal pulse to the main vessel. The 
resting nutritional needs of the limb are met, and symptoms 
are limited to periods of exercise. The classical exercise symp- 
tom is intermittent claudication, with pain in the calf muscles. 
With propagation of the main-vessel thrombosis to involve both 
femoral and popliteal arteries in continuity, rest pain and 
ischemic changes in the foot arise, but intermittent claudication 
remains the dominant complaint in half the cases. Until re- 
cently the treatment of intermittent claudication with pain in 
the calf has resolved itself into lumbar sympathectomy. How- 
ever, it has always been questionable whether this operation is 
worth while in the treatment of exercise pain itself. With the 
recent advent of direct surgery for the occluded artery, the 
value of sympathectomy demands reexamination. The author 
studied the effect of lumbar sympathectomy on intermittent 
claudication in 54 patients, in whom the exact site and extent 
of the main-vessel occlusion, secondary to atheroma, was known. 
No patient was completely relieved of exercise pain in the calf. 
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Only 9 of the 54 patients had a significant improvement in ex- 
ercise pain, meaning that the patient's activities as regards work 
and pleasure were favorably affected. The remaining 45 patients 
were either improved to an insignificant degree, unaltered, or 
made worse by the operation. The author concludes that lumbar 
sympathectomy is not worth while in the treatment of intermit- 
tent claudication itself. Where direct surgery is contemplated in 
cases of segmental main-vessel thrombosis in the lower limb, 
sympathectomy may be postponed until such time as its effects 
will be more obviously beneficial. A possible exception may be 
popliteal occlusion. 


The Lumbar Intervertebral Disc Disease Syndrome: Clinical 
Correlation of 175 Cases. W. E. Stern. West. J. Surg. 63:647- 
653 (Oct.) 1955 [Portland, Ore.}. 


Of 175 patients with the clinical syndrome of lumbar inter- 
vertebral disk disease who were Operated on, the clinical diag- 
nosis was confirmed by surgical intervention in 163, while in 
12 no intervertebral disk disease was found on operation. The 
most frequently occurring clinical findings in these 175 patients 
were correlated with the operative findings in an effort to de- 
termine the presence or absence of a common denominator by 
which more accurate diagnoses may be made. Most of the 
patients had back pain, leg pain, limitation of back mobility, 
limitation of straight leg raising, and neuroparalytic phenomena. 
Almost every patient who did not have two or more of these 
major physical findings or a clear history thereof showed find- 
ings of sufficient value to permit diagnosis. However, the results 
of the clinical examination did not make it possible to distin- 
guish with certainty between those 156 patients in whom sur- 
gical intervention revealed root compression from a diseased 
disk and those 6 patients who had root compression from other 
causes. It was also impossible to separate the 7 patients who 
had the syndrome of back and leg pain but in whom root com- 
pression was not found on surgical intervention from those 156 
who did have root compression. The statement seems justified 
that rarely has the diagnosis of herniating intervertebral disk 
been made in the absence of back or leg pain, or a clear history 
thereof, as well as evidence of some nerve root involvement as 
detailed by deficiency of function or aggravation of symptoms 
by nerve root stretch. Myelography was used as an adjunct in 
diagnosis and was performed in all but one patient. There were 
two false-positive myelograms Unassociated with disease at a 
given level. Negative studies were more frequent. Conservative 
treatment with bed rest is recommended for the initial attack 
of lumbar intervertebral disk disease as well as recurrent attacks, 
if widely separated by months or years. Lack of response to 
conservative management during the initial attack, frequent re- 
current attacks despite adherence to prophylactic measures, and 
the development of prominent neuroparalytic phenomena are 
indications for surgical correction and relief. 


The Management of Esophageal Varices in Cirrhosis of the 
Liver in the Absence of Gastrointestinal Hemorrhage. |. B. 
Brick and E, D. Palmer. South. M. J. 48:1021-1023 (Oct.) 
1955 |Birmingham, Ala.}. 


Esophagoscopy by means of a semi-flexible instrument with a 
telescopic attachment giving four diameter magnification was 
used by the authors in patients in whom hepatic cirrhosis had 
been confirmed by histological examination of the liver. They 
found many more cases of esophageal varices than they had sus- 
pected clinically or than could be found by x-ray study. One 
hundred sixty-one patients with varices were found in 238 cases. 
Only 74 of these patients had a history of hemorrhage, leaving 87 
cases in which no hemorrhage had occurred. There is nearly 
unanimity of opinion that portal decompression by either porta- 
. caval or splenorenal shunt is indicated in patients with esophageal 
varices and cirrhosis in whom there has been a hemorrhage. 
Because of their endoscopic studies the authors were confronted 
with the problem of deciding how to manage a sizable group 
of patients with esophageal varices that had not bled. They 
performed decompression procedures in 50 of the 161 patients 
with esophageal varices. These 50 included 18 who had never 
had bleeding. Five of these 50 patients died during the first 18 
postoperative weeks, 4 from liver failure and one from acute 
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cardiac failure with pulmonary edema, making a mortality rate 
of 10°. In the same period of observation in the untreated 
group, there were eight deaths as a result of the first gastro- 
intestinal hemorrhage. Seven others died as a result of second, 
third, or fifth hemorrhage. With the passage of time the favor- 
able results of such treatment will become even more obvious 
in comparison with the untreated group. The authors are of the 
opinion that the presence of esophageal varices in the absence 
of a history of gastrointestinal hemorrhage is a relative indi- 
cation for surgical portal decompression in the cirrhotic patient. 


Minimization of Risk and Disability in Idiopathic Ulcerative 
Colitis. C. Dennis and K. E. Karlson. Am. J. Surg. 90:761-766 
(Nov.) 1955 [New York]. 


In an earlier report on 267 patients with ulcerative colitis 
seen at two hospitals prior to 1951, the authors stated that, of 
the group treated conservatively or with emergency surgery 
only, 7.7% of those followed were found living and well at 
the end of the follow-up period, while of the group treated with 
elective operation, 72.8% of those followed were found living 
and well. The authors comment on cancer as a complication of 
idiopathic ulcerative colitis, on types of surgical interventions, on 
the prognosis of patients who have undergone total colectomy and 
ileostomy for idiopathic ulcerative colitis, and on proper surgical 
technique for ulcerative colitis. The prognosis is much better 
with appropriate surgical management than with any other plan 
of therapy. In patients with idiopathic ulcerative colitis of 
several years’ standing, the risk from total colectomy and ileosto- 
my is definitely smaller than the risk of death from carcinoma as 
a complication of colitis. Transthoracic vagotomy may lead to 
deferral of colectomy for a variable period of time, but it appears 
to be indicated only in patients in whom lesions persist in the 
small intestine after they have undergone colectomy and ile- 
ostomy. As regards survival, the late prognosis of patients sub- 
jected to ileostomy and total colectomy is no worse than that 
of the general population; in terms of morbidity it is somewhat 
less favorable, but it is immensely superior to that of ulcerative 
colitis patients not subjected to ileostomy and colectomy. The 
surgical management of idiopathic ulcerative colitis demands a 
clear understanding of the factors related to a good ileostomy 
and meticulous attention to details. There is no excuse for 
impairment of sexual power in connection with the removal of 
the rectum for uncomplicated idiopathic ulcerative colitis. 


Rectal Biopsy as an Aid in Hirschsprung’s Disease. O. Swenson, 
J. H. Fisher and H. E. MacMahon. New England J. Med. 
253:632-635 (Oct. 13) 1955 [Boston]. 


The authors advocate rectal biopsy as an aid in cases in which 
the diagnosis of congenital megacolon (Hirschsprung’s disease) 
proves difficult. The indications for rectal biopsy are demon- 
strated on the basis of the histories of 4 patients with congenital 
megacolon who were selected from 169 patients with this defect. 
The first case demonstrates that, when the colon has been de- 
activated for 6 or 12 months by a colostomy, the typical x-ray 
findings of a dilated colon, with a narrow distal segment, are 
no longer present. Rectal biopsy is helpful in making a 
definite diagnosis in such situations. In the newborn infant the 
diagnosis of congenital megacolon is difficult to establish, be- 
cause the colon, particularly if a long segment is involved, does 
not become dilated and hypertrophied until the intestinal tract 
has been functioning for several months. In infants whose whole 
colon is agariglionic, symptoms of obstruction of the upper large 
intestine develop soon after birth, yet a barium enema reveals 
no obstruction of the large intestine. In such a case a biopsy 
specimen without ganglion cells elucidates the cause of the 
obstruction. Patients with a short lesion of congenital mega- 
colon are a third group in which biopsy is useful. In these 
cases the lesion is so low that the radiologist is not able to 
demonstrate a narrow segment extending through the recto- 
sigmoid. Failure to find ganglion cells in the biopsy specimen 
will establish the diagnosis. A fourth indication for biopsy con- 
cerns patients who may have diarrhea, episodes of intestinal 
obstruction, or other symptoms of colonic dysfunction instead 
of the usual picture of chronic constipation. The authors per-' 
form rectal biopsy under general anesthesia. The anus is dilated 
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and a 1 cm. longitudinal incision is made through the mucosa 
on the side of the anal canal, beginning at the white line of 
Hilton, and extending up between the columns of Morgagni. 
By means of blunt dissection the mucosa is readily separated 
from the internal sphincter and rectal wall. The internal 
sphincter is a white, firm muscle band. A 5 to 10 mm. segment 
of this muscle is excised, extending from the internal sphincter 
into the rectum. Since the ganglion cells are between the circular 
and longitudinal layers, both must be included in the biopsy. 
Bleeding should be controlled with fine chromic catgut sutures 
placed along the cut edges of the mucosa. The incision is left 
open to prevent infection. The specimen is fixed in Formalin 
and multiple sections are examined for ganglion cells. If these 
are not found, the diagnosis of congenital megacolon is estab- 
lished. In control material from 10 cadavers with normal colons, 
ganglion cells were found. Severe bleeding in one child was 
the only complication in 40 patients in whom rectal biopsy was 
done to establish the diagnosis of congenital megacolon. In 19 
of these this diagnosis was verified, because no ganglion cells 
were found. The specimens from the other 21 patients contained 
ganglion cells, and the success of subsequent conservative man- 
agement confirmed the diagnosis of chronic constipation. 


The Human Bite. G. R. O’Brien, J. L. Kostecki and H. Colberg. 
New York J. Med. 55:2943-2944 (Oct. 15) 1955 |New York|. 


Ten persons between the ages of 13 and 46 years had injuries 
of the lip, nose, cheek, ear, or forehead caused by human bites 
sustained when fighting or in passionate lovemaking. Two pa- 
tients were men and eight women; three were white and seven 
Negro. Each was given 1,500 units of tetanus antitoxin and 
large doses of penicillin, usually 100,000 units every three hours. 
The methods of repair varied according to the extent of 
the avulsed area, its location, and its depth. If the defect 
was not too extensive a “V” excision was performed with pri- 
mary closure: if the defect involved the lip, as it did in three 
of the patients, mucosa and skin below the vermilion border 
were included. If the defect was mucosal and rather long in 
extent, a mucosal flap was advanced from within outward (lip- 
shave type) along the vermilion border. The defect occasionally 
was allowed to scarify, and then secondary repair by one of the 
accepted methods was performed. Patients whose wounds closed 
primarily required an average of 2 days of hospitalization, while 
those with delayed or secondary repair of wounds required an 
average of 15 days of hospitalization. Results showed that, with 
the use of antibiotics in large doses, primary closure or immedi- 
ate coverage by skin graft or mucosal flap is possible without 
fear of complications, There were no complications except in 
one patient in whom an iodine burn developed as a result of 
application of iodine by the patient’s mother, before hospitaliza- 
tion. The end-results were very good as a rule. In none of the 
patients was the use of cautery entertained, and the authors 
believe that it is not necessary to cauterize these wounds. 


The Results of Surgical Palliation in 32 Patients with Transposi- 
tion of the Great Vessels. T. O. Murphy, V. Gott, C. W. Lillehei 
and R. L. Varco. Surg. Gynec. & Obst. 101:541-544 (Nov.) 1955 
[Chicago]. 


Two of the authors, Lillehei and Varco, found that of 114 
patients with complete transposition of the great vessels (pul- 
monary artery and aorta) only 4% were alive at 7 years of age, 
and 78% had died during the first year of life. It is obvious, 
therefore, that, if any surgical intervention is to be carried out, 
it must take place at an early age and at the first signs of de- 
terioration of the general condition of the patient. The authors 
attempted surgical palliation of complete transposition in 32 
patients between March, 1952, and January, 1955. Twenty-two 
were Operated on during the first year of life, 17 of them during 
the first six months. Complete transposition of the great vessels 
cannot exist as a pure form of congenital heart disease, for it is 
incompatible with life; some sort of an intracardiac shunt is 
necessary to allow mixing of the otherwise isolated pulmonic 
and systemic circulatory systems. Sixteen of the 32 patients had 
jnterventricular septal defects, 11 had patent ductus, 10 had 
‘pteratrial septal defects, 10 had patent foramen ovale, 6 had 
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pulmonary stenosis, 5 had overriding pulmonary artery, 3 had 
overriding aorta, 2 had hypoplastic aorta, 2 had coarctation of 
the aorta, and the following defects were found in one patient 
each: hypoplastic pulmonary artery, hypoplastic right ventricle, 
levocardia, and bicuspid pulmonary valve. The following types 
of surgical procedure were attempted. The establishment of a 
venous shunt to the systemic (right) atrium by means of trans- 
planting the right pulmonary vein was attempted in 10 patients, 
and a further attempt at correction by also transplanting either 
the superior or inferior vena cava to the pulmonic (left) atrium 
was attempted in 13 more patients. In six instances, in which 
stenosis of the pulmonary artery was present, either a Blalock 
or a modified Potts procedure was done to establish systemic 
arteriolization of the pulmonary vascular bed. In one patient, 
an attempt was made to repair a coarctation of the aorta and to 
ligate a patent ductus. In two instances, the patient expired before 
any procedure other than a thoracotomy could be done. Twenty- 
five of the patients died during or after surgical treatment. The 
seven survivors have been followed from 15 to 36 months since 
surgery. They have all gained weight and approach a more 
normal existence. Several of these children have rather suddenly 
learned to walk after recovering from the surgical procedure. 
The degree of cyanosis is definitely lessened, although they still 
show mild cyanosis with exertion. Even though surgery in this 
group of patients carries with it a high mortality, the seven 
surviving patients are representative of a salvage beyond that 
to be expected from the natural history of this crippling lesion. 
Four of these seven survivors were critically ill at less than 2 
months of age, when the surgery was performed. The authors 
continue to hope that newer cardiac bypass techniques will permit 
complete correction. 


Mitral Commissurotomy: Study of 400 Cases. F. d’Allaines and 
P. Blondeau. Presse méd. 63:1361-1364 (Oct. 15) 1955 (In 
French) |Paris, France}. 


Mitral commissurotomy was performed in a series of 400 pa- 
tients at the H6pital Broussais, Paris, France. Seven patients 
died on the operating table and 22 within the first two postopera- 
tive weeks, making the mortality rate about 7%. This rate has 
remained fairly constant over the past four years because, as the 
authors improve the technique of the operation, they operate on 
patients in more and more serious conditions. All survivors have 
been followed up for at least six months, and two-thirds of this 
number have obtained good or excellent results. Experience has 
taught the authors that patients who show no impairment of 
function should not be operated on. The indications have been 
gradually broadened to include patients over 50 years of age; 
those with mitral stenosis combined with right ventricular insuf- 
ficiency, even if advanced; and those with polyvalvular lesions 
in whom mitra) stenosis dominates the clinical picture. Slight 
fever, complete arrhythmia, and peripheral embolism are not 
contraindications to commissurotomy. The coexistence of mitral 
insufficiency presents a problem of indication that must be de- 
cided on the basis of clinical roentgenographic, and electro- 
cardiographic evidence and operative studies of left ventricular 
pressure. At operation on any patient with mitral stenosis, if the 
auricle should prove to be too small, the surgeon should go 
directly through the atrium. Thrombosis of the auricle is easy 
to treat, but not so that of the atrium. The commissurotomy 
should be large. The authors prefer a mitral dilator devised by 
Charles Dubost; this instrument is dangerous in inexperienced 
hands. The electrocardiogram taken during operation allows 
of anticipating cardiac disturbances. Excitable hearts can be 
protected against disorders of rhythm. The result obtained can 
be judged by left atrial and ventricular pressure readings taken 
at Operation. 


Our Present-Day Orientation in Treatment of Malignant Tumors 
of Middle and Upper Esophagus. A. M. Dogliotti and A. Actis- 
Dato. Minerva med. 46:451-453 (Sept. 1) 1955 (In Italian) 
{Turin, Italy]. 


The authors’ conservative treatment for cancer of the middle 
and upper esophagus consists in introducing into the esophagus 
a thin polyethylene tube containing radium needles, which, by 
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exerting traction on the tube. are placed at the height of the 
diseased area of the esophagus. One end of the polyethylene 
tube projects from the patient’s nose, the other protrudes from a 
temporary gastrostomy through which the patient is fed during 
the in loco treatment period, which varies from three to six days 
depending on the patient's tolerance. The tube is then removed, 
and the esophagus is dilated on the following days with special 
dilators of progressively increasing size that are passed over a 
nylon thread guide. The passage of these dilators is greatly 
facilitated because of the earlier radium treatment, which causes 
extensive and marked degeneration and necrosis of the cancerous 
tissue. A second treatment with radium can be repeated, if 
needed, after 10 days. Fifteen days later the gastric fistula is 
closed and the patient is able to eat. The authors used this treat- 
ment for 22 patients in extremely poor general condition who 
had cancer of the middle and upper esophagus. The patients 
have survived the operation for from a minimum of eight months 
to a maximum of more than three years. Some patients in whom 
the neoplasm produced restenosis were given the treatment again 
six to eight months later with good functional results. Roentgen 
therapy is indicated for those patients whose roentgenograms 
show, after the radium treatment, extensive diffusion of the 
neoplasm to the mediastinum, pulmonary hili, or areas far re- 
moved from the esophagus on which the radioactive treatment 
could not exert its action. A radical operation is performed by 
the authors only in those patients in whom a neoplasm of the 
middle and upper esophagus has not as yet invaded the nearby 
organs and in those with cancer of the lower third of the esopha- 
gus before regional metastases have taken place. 


Bilateral Adrenalectomy in the Treatment of Cancer of the 
Breast. T. L-Y. Dao and C. Huggins. A. M. A. Arch. Surg. 
71:645-657 (Nov.) 1955 [Chicago]. 


There is evidence that alteration in endocrine balance can 
produce effective palliation in many cases of mammary cancer. 
Laboratory studies carried out by the authors demonstrated that 
both the adrenal cortex and the ovary are capable of secreting 
hormones that can sustain the growth of mammary cancer. These 
considerations led to bilateral adrenalectomy and cophorectomy 
for human breast cancer. Bilateral adrenalectomy alone or in 
combination with oophorectomy was performed at the clinic 
with which the authors are connected in 175 patients (173 women 
and 2 men) with metastatic cancer of the breast since May, 1951. 
The first 100 consecutive cases are reviewed in this report. The 
initial Operative mortality of 5“ has now been reduced to 1.4%. 
There has been no death in the last 65 cases. The hormonal sub- 
stitution regimen employed provided adequate replacement. No 
postoperative death could be attributed to adrenal insufficiency. 
Adrenalectomy induced significant and prolonged regression of 
extensive mammary cancers of women who had not responded to 
earlier treatment with testosterone, estrogen, oophorectomy, and 
irradiation of the ovaries. Six patients with widely disseminated 
mammary cancer experienced profound regression of the cancer, 
which has persisted more than 30 months: one women who had 
a rapidly advancing mammary carcinomatosis is in good health 
49 months after adrenalectomy. The mechanism of regression 
after adrenalectomy seems to be the withdrawal of critical 
amounts of hormones. Urinary excretion of estrogen that con- 
tinued after oophorectomy was abolished after adrenalectomy. 
Cortisone in the dosage of 100 mg. daily was capable of sup- 
pressing hypercalciuria and hypercalcemia in patients with 
extensive Osseous Metastases. Remarkable symptomatic improve- 
ment occurred, and high levels of serum calcium and urinary 
calcium excretion often returned to normal after cortisone 
therapy. There was, however, no evidence of actual cessation 
of bone destruction in these cases. There was no beneficial effect 
from the use of sex steroids and cortisone in patients who failed 
to respond to adrenalectomy or in those who relapsed after a 
remission. The authors conclude that simultaneous bilateral 
adrenalectomy in a one-stage Operation is a practical therapeutic 
device for selected cases of advanced mammary cancer and that 
it will provide relief in a small percentage of patients. 
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Back Pain Due to Loose Facets of the Lower Lumbar Vertebrae. 
A. B. King. Bull. Johns Hopkins Hosp. 97:271-283 (Oct.) 1955 
| Baltimore}. 


One of the causes of sudden severe low back pain is the unat- 
tached facet. This derangement of the back usually produces 
episodic attacks of excruciating discomfort, characterized by 
sudden onset and equally rapid relief of symptoms. The history 
and physical and operative findings of six patients with this back 
derangement are presented. The first patient stated that she 
could flex her back but it was painful to stand erect or to hyper- 
extend her back. When performing these motions, she often felt 
a “clicking” sensation in the low back. Rest would relieve the 
back pain, but not completely. Only when she felt “something 
move” would she feel better. X-ray examination of the back, 
including anterior-posterior, lateral, and oblique views failed to 
demonstrate significant pathological changes. It was decided to 
explore the lower lumbar spine. The intervertebral disks of the 
L.. L,, and L. interspaces were normal. Each facet was then 
inspected and the inferior facet of L, was found separated from 
the lamina. It had rotated medially and become wedged between 
the lamina and ligamentum flavum. It was easily removed, being 
attached to the soft tissues of the back by remnants of the liga- 
mentous capsule. Since the operation the patient has been free 
from the back pain. There was insufficient evidence in this and 
the other five cases or the literature to resolve the dilemma as 
to whether these loose facets are ununited fractures or congenital 
anomalies that have suddenly become symptomatic, or a com- 
bination of both. Developmental anomalies probably account 
for most of them, but trauma may play a part. Some occur after 
the lamina has been weakened by previous surgery. The diagnosis 
may prove difficult, because x-ray examination may fail to reveal 
the lesion and there is no characteristic symptom complex. It is 
highly suggestive if the patient feels “clicks” or “something mov- 
ing’ in his back and if symptoms come and go rapidly. To dif- 
ferentiate this from the other common back disorders such as 
herniated intervertebral disk, a free neural arch, or spinal cord 
tumor, it should be remembered that abruptness of onset and 
recession of excruciating back pain is unusual with any of these 
other conditions. None of the patients with loose facets objected 
to partially flexing the back, in contradistinction to patients with 
herniated disk or free arch, both of whom find this maneuver 
difficult and painful. Hyperextension and coming erect produced 
an exacerbation of symptoms caused by loose facets. The author 
makes a plea for a surgical exploration of patients with severe 
local low back complaints, despite “negative” x-ray studies. Ex- 
cision of the loose facet is a simple and effective treatment. 


Polyposis of the Large Intestine: Preservation of the Terminal 
Segment. W. G. Smith and R. J. Jackman. Am. J. Surg. 90: 
751-760 (Nov.) 1955 [New York]. 


Two schools of thought have evolved regarding the optimal 
therapy for multiple polyposis. One school, favoring the com- 
plete extirpation of all polyp-forming mucosa, prefers permanent 
ileostomy, colectomy, and proctectomy in every case of multiple 
polyposis. The other school advocates preservation of a terminal 
segment of large intestine, on the assumption that carcinoma 
can be prevented in this segment by the eradication of all polyps 
initially present and by the periodic removal of all new polyps 
as they appear. The authors are primarily concerned with the 
management of the preserved terminal segment of the intestine 
and particularly with the occurrence of carcinoma in it. They 
review observations on &6 patients so treated at the Mayo 
Clinic during the 21 year period terminating in 1954. This num- 
ber included 59 with typical multiple polyposis, 10 with confluent 
or hyperplastic polyposis, 13 in whom the polyposis was mild in 
the terminal segment but multiple in the rest of the colon, and 
4 in whom the polyposis was mild throughout the colon. Carci- 
noma has so far developed in 7 of the 86 patients, but it must 
be remembered that the series is heavily weighted by patients 
who have undergone operation in relatively recent years. What- 
ever the incidence may ultimately prove to be, the program of 
treatment discussed in this paper might be condemned if the 
alternative form of therapy were without hazard. The fact re- 
mains, however, that ileostomy retains many formidable aspects, 


195 


Vol. 159, No. 17 


and its long-term mortality may exceed that which will ultimately 
be noted in this series of patients. The authors conclude that 
preservation of the terminal segment of the intestine in multiple 
polyposis is attended by some risk in terms of development of 
carcinoma and of subsequent mortality from such carcinoma. 
This risk is believed justifiable in view of the risk attending the 
alternative form of treatment. Patients with a preserved terminal 
Segment must be impressed with the gravity of the disease and 
with the importance of periodic proctoscopic examination. Per!- 
odic follow-up examinations should be no more than six to nine 
months apart and should continue for life. The length of the 
follow-up interval should be determined by the ever-present 
danger of cancer and by the severity of the recurrent polyposis. 
The terminal segment is easily and safely cleared of polyps by 
fulguration. Periodic examinations of the terminal segment are 
greatly facilitated by an end-to-end anastomosis. 


Colotomy and Coloscopy in the Management of Mucosal Polyps 
and Cancer of the Colon. M. R. Deddish and R. FE. Hertz. Am. 
J. Surg. 90:846-849 (Nov.) 1955 [New York]. 


Colotomy and coloscopy for benign polyps constitutes a tech- 
nique of multiple colotomies with endoscopic examination of the 
colonic mucosa. A patient should not be considered a candidate 
for this procedure until a suspected lesion has been demonstrated 
by more than one barium enema examination. The procedure ts 
also used in conjunction with resection of the colon. Thorough 
preoperative cleansing of the colon is necessary. A left parame- 
dian incision is usually adequate. The skin edges are protected 
from contamination by at least a double thickness of a lapa- 
rotomy pad, and similar precautions are taken to protect the 
viscera. The colotomies are made through the longitudinal bands 
and carried out in the following sequence. If a lesion has been 
demonstrated within the left colon, the initial incision should be 
made directly over its base. The lesion is treated and endoscopic 
inspection of the remaining left colon is done. If no lesion has 
been detected in the left colon, the most accessible portion of the 
sigmoid is used. Inspection of the colonic mucosa should be 
completed through incisions in the midtransverse colon and 
through a slight enlargement of the cecal defect following appen- 
dectomy. A low-lying hepatic flexure may allow complete inspec- 
tion of the right colon through the transverse colon incision. The 
colotomy incisions are closed by continuous No. 0000 chromic 
catgut to the mucosa and interrupted No. OOOO silk to the sero- 
muscular layer. Demonstrated polyps or areas of hyperplasia 
are removed by suture ligature of the pedicle and excision, by 
cautery snare electrosurgical technique through the endoscope, 
or by segmental resection. The authors review observations on 
148 patients who underwent colotomy and coloscopy at the 
Memorial Hospital in New York from 1948 to 1954, Lesions 
other than those detected radiographically were found in 46.6% 
of 103 patients with the preoperative diagnosis of polyps of the 
colon. Thirty-nine per cent of polyps found in addition to those 
demonstrated by radiography measured more than 1 cm. in diam- 
eter. Coloscopy or colotomy and coloscopy was carried out in 
32 patients undergoing resection for cancer and additional lesions 
were found in 47%. Carcinoma was found in approximately 
one-quarter of all patients examined by colotomy and coloscopy, 
and atypia in polyps was found in a similar proportion. In seven 
patients new polyps developed within observed fields. Five of 
these were given diagnoses within three years. Forty-two per 
cent of polyps found were located in the sigmoid colon. Colot- 
omy and coloscopy practiced with surgical treatment aids in the 
diagnosis of polyps and cancer, and affords a measure of cancer 
prophylaxis. 


The By-Pass Operation in the Treatment of Arteriosclerotic Oc- 
clusive Disease of the Lower Extremities. EF. S. Crawford and 
M. E. de Bakey. Surg. Gynec. & Obst. 101:529-535 (Nov.) 1955 
[Chicago]. 


The occlusive process in chronic arteriosclerotic arterial insuf- 
ficiency of the lower extremities is often segmental in nature 
with a patent vessel above and below it. Owing to this feature of 
the disease, it is frequently possible to restore normal circulation 
in the peripheral arterial bed. This may be accomplished by 
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thromboendarterectomy, excision of the occluded segment with 
replacement by a graft, or a bypass of the diseased area with a 
graft. Experience with these methods has disclosed a number of 
factors, both technical and physiological, that are essential to 
the success or failure of the operation. The procedure that has 
been found most effective in avoiding disadvantages and in 
meeting the requirements for successful results has been the by- 
passing operation. It consists in the addition of a large collateral 
vessel around the blocked area to those already present, but 
without disturbing them; that is, the concept of the bypass opera- 
tion is based upon the natural response of the arterial tree to an 
occlusive process, namely, the enlargement of collateral vessels 
around the obstruction. The procedure is accomplished by the 
anastomosis of an arterial homograft end-to-side to the patient's 
artery above and below the occluded segment through two small 
separate incisions that are connected by a tunnel in the subcu- 
taneous tissues. The advantage of this procedure lies in the fact 
that it not only permits restoration of a normal pulsatile blood 
flow into the peripheral arterial bed but also is associated with 
minimal jeopardy to the existing circulatory and functional 
capacity of the extremity. The minimal dissection required re- 
duces the risk of injury and thrombosis to the main artery and 
to its collateral vessels in the region of occlusion as well as above 
and below this process. Because adjacent structures such as 
veins, lymphatics, and nerves are not disturbed, complications 
such as edema, neuralgia, and wound infections are largely pre- 
vented. These advantages are demonstrated by the gratifying 
results obtained. Blood flow through the main arterial channel 
distal to an occlusion was successfully reestablished in 37 of the 
40 extremities in which this technique was employed. Success 
was determined by arteriography or by the presence of palpable 
pulses distal to the block which were absent prior to operation. 
The three failures were in patients whose borderline status was 
evidenced by small distal patent segments with secondary occlu- 
sions below. Particularly significant is the fact that none of these 
three was made worse by the operation. The clinical condition 
of the extremity and the postoperative arteriograms were un- 
changed. The indications for operation in the 37 successful cases 
were intermittent claudication in 29, gangrene of limited degree 
in 7, and in one, extensive gangrene. 


Glomus Tumors: An Analysis of Twenty-Five Cases. C. Horton, 
C. Maguire, N. Georgiade and K. Pickrell. A. M. A. Arch. Surg. 
71:712-716 (Nov.) 1955 [Chicago]. 


The normal glomus is an end-organ apparatus that consists of 
an arteriovenous anastomosis functioning without an interme- 
diary capillary bed. It consists of an afferent artery that is con- 
nected directly to a primary collecting vein by a tortuous anas- 
tomotic vessel termed the Sucquet-Hoyer canal. This canal is 
endothelium-lined and surrounded by smooth muscle fibers and 
glomal cells that are covered by a delicate collagenous material 
through which run numerous nonmyelinated nerve fibers. This 
glomic system is always found in the stratum reticulare of the 
skin. Glomic structures are distributed widely over the body but 
are somewhat more numerous On the extremities, particularly on 
the fingers and toes. The glomus is controlled by the autonomic 
nervous system, which may explain the pain, temperature 
changes, and sweating often associated with the glomus tumor. 
The authors present observations on 25 patients (16 women and 
9 men) with glomus tumors. None of these patients had multiple 
glomus tumors, although multiplicity has been observed. The 
tumor is most frequently a deep red to purple or blue. It is rarely 
more than 2 to 5 mm. in size and may be so smallas to be missed 
by inspection or palpation, and only the symptom of severe 
persistent pain in a minute area may lead to the diagnosis by 
excision and microscopic examination of the involved site. There 
is exquisite tenderness to touch. Even slight pressure may cause 
lancinating or radiating pain. The pain may recur with tempera- 
ture changes. When the lesion is in the favorite subungual site, 
the nail is frequently thickened and ridged. Glomus tumors may 
erode bone. When destruction of the cortex of a terminal 
phalanx is detected on X-ray examination, the presence of a 
subungual glomus tumor should be suspected. The glomus tumor 
is benign, and complete removal of the lesion by surgery is cura- 
tive. Occasionally pain will persist in the immediate area for a 
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few months postoperatively but will usually resolve without fur- 
ther treatment. Radiation, the in‘ection of sclerosing agents, and 
periarterial sympathectomy are of no value. The microscopic 
picture of a glomus tumor resembles a normal glomus except for 
a decided increase in glomal cells and nonmyelinated nerve 
fibers. Microscopic examination is advisable, because, if the diag- 
nosis of hemangiopericytoma is established, a more extensive 
local excision is recommended, as invasion and metastases have 
been reported in such instances. Before adequate pathological 
studies had been made on glomus tumors, for which the term 
glomangioma has been suggested, they were referred to as pain- 
ful cutaneous tubercles or as angioneuromyomas. 


GYNECOLOGY & OBSTETRICS 


Evaluation of One Year's Experiences with Culdocentesis at 
Charity Hospital of Louisiana at New Orleans. |. I. Post and 
G. Posner. J. Louisiana M. Soc. 107:406-410 (Oct.) 1955 
|New Orleans}. 


Of the 717 patients who had culdocentesis performed during 
the year from July, 1953, to July, 1954, 59 yielded nonclotting 
blood, in 30 patients pus was aspirated, peritoneal fluid was 
obtained in 527 patients, and 101 yielded no fluid. Of the 59 
patients who had nonclotting blood on culdocentesis, 3. were 
not operated on. The diagnosis proved correct in 53 of the 56 
patients operated on. Of the 30 in whom culdocentesis yielded 
pus, 4 had ruptured tubo-ovarian abscesses treated by immediate 
surgery; 15 had unruptured cul-de-sac or tubo-ovarian abscesses. 
The cul-de-sac abscesses were treated by colpotomy and the 
tubo-ovarian abscesses (which did not “point’) were treated medi- 
cally until they were “cooled down”; then they were treated 
surgically. Culdocentesis greatly aided in the selection of an 
antibiotic, since the pus obtained was smeared directly, then 
sent to the laboratory for culture and sensitivity studies. Three 
patients had pelvic peritonitis: six had acute salpingo-oophoritis; 
one had an old asymptomatic pyosalpinx: and one had a dermoid 
cyst of the ovary. All these patients were treated medically or 
surgically and there were no fatalities. Clear peritoneal fluid 
was revealed on culdocentesis in 527 patients, which was con- 
sidered as normal. No fluid was obtainable on aspiration of the 
cul-de-sac in 101] patients and these were listed as dry. Culdo- 
centesis is innocuous as shown by the absence of complications 
in the 717 patients in whom 1,088 “taps” were performed during 
the year. Physicians can perform culdocentesis at the office. 


Vaginal Cytodiagnosis in a General Practitioner's Office. C. 1. 
Fusfeld. GP 12:109-118 (Oct.) 1955 |Kansas City, Mo.|. 


The author performed vaginal smears routinely on 2,699 
women who came for pelvic examination. Two slides were 
made on each patient. Both the suction pipet method from the 
vaginal pool and the Ayre spatula scraping from the cervix 
were employed. The spatula method was preferred when the 
cervix was eroded. Commenting on the cost of this program 
the author estimates that at his office 1,000 vaginal smears were 
made at a total cost of about $245 and that for those who 
purchase prepared stains the cost for 1,000 vaginal smears 
would be about $500. Eleven cases of cancer of the cervix or 
endothelium were discovered with the aid of the vaginal smear. 
Five of the 11 patients had adenocarcinoma of the endome:rium 
and 6 had squamous cell carcinoma of the cervix. The author 
feels that the diagnosis would not have been made except for 
the routine use of the vaginal smear. The pathological report in 
each of the six cases of carcinoma of the cervix was “carcinoma- 
in-situ.” The five cases of endometrial cancer were diagnosed 
as stage |. In reply to those who maintain that biopsy is the 
only method by which a diagnosis of cancer can be made, the 
author points out that biopsy would be done only on a cervix that 
shows a lesion and a diagnostic curettage only when symptoms of 
irregular bleeding are present, while the vaginal smear will trigger 
the process of discovery of an incipient cancer by the detection 
of suspicious cells in an otherwise symptomless patient. It is 
only by finding incipient cancer that the death rate will be 
reduced. 
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Treatment of Leukorrhea with Douches and “Broad Spectrum” 
Therapy. EF. F. Pena. West. J. Surg. 63:654-656 (Oct.) 1955 
{Portland, Ore.|. 


Two hundred women with leukorrheal vaginitis largely 
caused by Trichomonas, and less frequently by Candida albicans, 
were subjected to the following regimen. After thorough self- 
douching at home with an aqueous solution of Amfrecin 
douche powder, containing a wetting agent, protein digestant, 
acid, carbohydrate, and soothing, cooling antipruritics, the 
patient was treated at the author's office with insufflation of one 
ounce of Baculin powder into the vagina through a speculum. 
Baculin is a proprietary preparation combining fungicides and 
trichomonacides with a wetting agent, a buffer, a protein di- 
gestant, and nutrient carbohydrates. Special care was taken to 
cover the entire surface of the vagina, cervix, and vulva by a 
vaginal “ballooning” to iron out the folds and rugae. This in- 
variably brought immediate relief from burning and pruritus. The 
patient was then instructed to insert two Baculin tablets into 
the vagina at home each night and morning and close the orifice 
with a pledget of cotton. Self-administration was interspersed 
with two visits to the physician’s office every week. The alternat- 
ing office-and-home treatments were continued through at least 
one menstrual period. In some patients the regimen was fol- 
lowed through two and even three such periods with results that 
strongly favor such prolonged therapy. During menstruation 
the douching is sometimes advisable two or three times daily, 
followed by the usual insertion of tablets and vaginal stopper. 
It is strongly recommended that coitus be suspended during the 
entire course of treatment. Microscopic examination of the 
vaginal secretions revealed that the patient's response was im- 
mediate and rapidly progressive. Within a few days 170 (85°) 
women were completely free from Trichomonas and Candida 
infection. Another 26 (13%) patients required a slightly longer 
time. Four patients were therapeutic failures, which were at- 
tributed to a lack of cooperation either by the patient or her 
husband. Only 6 (3°) had a recurrence of the infection and 
all of these responded favorably to a second course of treatment. 
In view of these excellent results, the same therapy was used 
on patients with senile, nondiabetic vaginitis and was also used 
for prepartum and postpartum hygiene. It was likewise adopted 
aS a preoperative and postoperative measure. In all cases the 
results were similarly gratifying. 


The Use of Hormones in the Management of Pregnancy in 
Diabetics: Report to the Medical Research Council by D. D. 
Reid. Lancet 2:833-836 (Oct. 22) 1955 |London, England}. 


The Medical Research Council of Great Britain appointed a 
committee to conduct a controlled clinical trial designed to assess 
the effect, if any, of treatment by the oral administration of 
sulbestrol and ethisterone upon the fetal survival rate in preg- 
nant diabetic women. Nine centers were asked to cooperate in 
a centrally planned and controlled investigation. Comparable 
groups of pregnant women with diabetes but without cardio- 
vascular complications attending the nine hospitals were strati- 
fied by age and parity and randomly divided into “hormone- 
treated” and “non-hormone-treated” groups. One group received 
tablets containing graduated doses of ethisterone and stilbestrol; 
the others were given inert but otherwise identical tablets. 
Hormone therapy commenced before the end of the 16th week 
of pregnancy, and up to the end of the 19th week the women 
received daily by mouth 50 mg. of stilbestrol and 25 mg. of 
ethisterone; to the end of the 23rd week, 100 mg. and SO mg. 
of the two preparations, respectively; to the end of the 27th week, 
100 mg. and 75 mg., respectively; to the end of the 31st week, 
150 mg. and 125 mg., respectively; and from the 32nd week 
until delivery, 200 mg. of stilbestrol and 250 mg. of ethisterone. 
In all other respects the management of pregnancy was the 
same. All the patients, 76 hormone-treated and 71 non-hormone- 
treated, were followed for at least six months after delivery. 
Ihe trequency of stillbirth and neonatal death in the two groups 
proved to be almost the same, with a total death rate of viable 
fetuses of 24% in the hormone-treated group and 26% in the 
other. Although birthweights were on the average equal, there 
were four congenital malformations in the treated group and 
seven among the controls: the frequency of malformation assocl- 
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ated with fetal loss was, however, the same, being three in each 
group. Diabetic control during pregnancy was equally good in 
the two series, and the incidence of hydramnios, edema, and 
albuminuria was equal. There was no significant excess in the 
incidence of toxemia in the non-hormone-treated group, and 
the trends in blood pressure readings during pregnancy were 
identical. Assays designed to measure the urinary output of 
pregnanediol and chorionic gonadotropin were carried out. Al- 
though the methods of pregnanediol estimation are not specific, 
the assay results suggest that either one or the other, or both, 
of the oral preparations given were absorbed but that this had 
no effect on the pattern of hormone excretion associated with 
fetal loss. From these observations it is concluded that oral 
stilbestrol and ethisterone, in the doses here prescribed, do not 
reduce fetal mortality in diabetic patients and have little, if any, 
beneficial effect on maternal health in pregnancy. 


PEDIATRICS 


Anoxia in the Acute Respiratory Infections of Childhood: Its 
Recognition and Treatment. B. Morrison. Lancet 2:737-740 
(Oct. 8) 1955 |London, England). 


As the result of the control of bacterial infections by anti- 
biotics, the clinical picture of acute respiratory infections in 
infants and children has undergone a considerable change. The 
toxic form of illness with hyperpyrexia and repeated convulsions 
that in the past often had a fatal outcome is now comparatively 
rare; however, anoxia has become more prominent and is now 
the main cause of death, largely because bronchiolitis, which is 
becoming increasingly common in infants under the age of one 
year, does not respond to antibiotic therapy and often produces 
a suffocative picture. The author studied the problem of anoxia 
as part of an investigation of severe respiratory infections in 
108 infants and children, This report presents the results of 
correlating Oxygen saturation estimations, clinical data, and 
response to oxygen therapy. It was found that direct estimations 
of arterial oxygen saturation are difficult and time-consuming, 
and as a method of assessing the need for and controlling oxygen 
therapy they are impracticable in routine hospital work. In this 
study, the author demenstrates the close relation between rest- 
lessness and anoxia and also the fallibility of relying on the 
child’s color, at least in the lesser degrees of anoxia. The be- 
havior of the infant emerged as the most reliable clinical guide 
in the control of oxygen therapy. Before making a diagnosis 
of anoxia it is necessary to exclude restlessness due to hunger, 
discomfort, loneliness, or pain. In the presence of obvious 
respiratory distress, restlessness is usually due to anoxia. In 
some of the children, the standard oxygen tent, giving an oxygen 
concentration of from 40 to 45°C, was inadequate for the relief 
of anoxia, and higher concentrations were required. These were 
supplied by a small tent, face-mask, or special oxygen box 
designed to give up to 90° oxygen. With the use of, these higher 
concentrations when necessary, the oxygen lack was relieved in 
31 out of 32 children. 


Coarctation of the Aorta with Patent Ductus Arteriosus. W. B. 
Seaman and D, Goldring. J. Pediat. 47:588-598 (Nov.) 1955 
Louis}. 


The authors report on 12 infants with coarctation of the 
aorta associated with patent ductus arteriosus who had roent- 
genographic examinations and in whom the diagnosis was con- 
firmed by surgical exploration or autopsy. In five patients an 
angiocardiogram was done. Four illustrative cases are described 
in a 7-month-old baby girl and in three baby boys aged 8 days, 
6 weeks, and 3 months, respectively. In the girl the coarctation 
of the aorta was distal to the aortic mouth of the ductus arterio- 
sus, while in the boys it was proximal to it. Coarctation of the 
aorta associated with a patent ductus arteriosus is not a rare con- 
genital anomaly and frequently results in cardiac failure and 
death. In the baby girl chest roentgenograms revealed moderate 
cardiac enlargement with elevation and rounding of the apex sug- 
gesting right ventricular enlargement. Pulmonary vascular en- 
gorgement was present, suggesting hypertension in the lesser cir- 
culation. In the three baby boys, conventional roentgenograms of 
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the chest also revealed moderate to pronounced right ventricular 
cardiac enlargement and dilatation and engorgement of the 
pulmonary vessels. Although the diagnosis may be difficult, a 
correct clinical diagnosis can be made by the use of flush blood 
pressure technique, blood oxygen studies, and conventional 
reentgenograms. Angiocardiography is the most accurate method 
of differential diagnosis, but it is not without hazards in infants 
who are in critical condition. Two immediate deaths occurred 
in the five patients subjected to this procedure, both in cyanotic 
infants with a coarctation proximal to a patent ductus arteriosus 
allowing a right-to-left shunt. If the coarctation is distal to the 
patent ductus arteriosus, the hazard of angiocardiography may be 
less, but this diagnostic method should be used only if the clinical 
diagnosis is not firmly established. The difficulties in diagnosis 
are minor compared with the difficulties observed in the thera- 
peutic approach. The prognosis for most infants with coarctation 
of the aorta associated with patent ductus arteriosus is poor. 
Medical management was ineffective and all patients so treated 
died. Five died during an attempt at surgical correction. The 
authors still feel that there is more hope in surgical intervention 
and, in several patients reported on by other workers, resection 
of the coarctated segment and division of the patent ductus 
arteriosus was successfully performed and was followed by 
marked clinical improvement. 


The Treatment of Tuberculosis of the Superficial Cervical 
Lymph Nodes in Children. E. L. Kendig Jr. and T. M. Wiley Jr. 
J. Pediat. 47:607-613 (Nov.) 1955 [St. Louis}. 


Since 1947, 12 boys and 13 girls between the ages of 17 
months and 10 years with tuberculosis of the superficial cervical 
lymph nodes were treated at the Medical College of Virginia 
Hospitals. Excision of the involved nodes was carried out in 
all 25 patients, 14 of whom were given isoniazid alone or 
combined with other drugs; streptomycin or dihydrostrepto- 
mycin was given alone or in combination with other drugs to 
16 patients; antimicrobial therapy was not combined with 
surgical excision in 4 patients. Tonsillectomy was performed in 
13 patients, but there was little evidence that the tonsils were 
the portal of entry of the tuberculous infection. Results obtained 
with these various types of treatment suggest that progressive 
tuberculosis of the superficial cervical lymph nodes in children 
should be treated as follows. Complete excision of the node or 
nodes and the additional use of isoniazid and aminosalicylic 
acid (PAS) for at least one month preoperatively and for a two 
to three month period after surgical intervention would appear 
to be the ideal approach to the treatment. In this manner, an 
accessible focus of tuberculosis can be readily eradicated and 
any active tuberculous process may have a reasonable course 
of antimicrobial therapy. While it may be true that the primary 
tuberculous focus is not present in the tonsils or adenoids in 
this condition, it is also true that an attack of tonsillitis may 
cause activity of the tuberculous process in the regional lymph 
node. Whenever there is the slightest question of tonsillar dis- 
ease, therefore, tonsillectomy and adenoidectomy are indicated. 
If purulent drainage from the nodes is already present or if the 
area of liquefaction is so large that satisfactory excision of the 
area cannot be effected, incision and drainage, with local use 
of streptokinase and streptodornase according to Hazlehurst’s 
technique appears to be indicated. Even in this instance, how- 
ever, later excision of the area would seem wise. In addition, 
isoniazid and aminosalicylic acid therapy for several months 
during and after the healing process appears to be indicated. 


Progressive Vaccinia Associated with Agammaglobulinemia and 
Defects in Immune Mechanism. P. J. Kozinn. M. M. Sigel and 
R. Gorrie. Pediatrics 16:600-608 (Nov.) 1955 |Springfield, II1.|. 


In 1947 there were 45 cases of generalized vaccinia among 
five million persons vaccinated against smallpox in New York 
City, an incidence of 1:110,000 vaccinations. No age group was 
exempt. Thirty-eight persons, that is, 84° of those affected, had 
eczema preceding the generalized vaccinia. In rare instances 
following vaccination, diffuse cutaneous lesions continue to 
appear for a period of several weeks and show no evidence of 
healing. The later vaccinal crops do not undergo an accelerated 
reaction—a process that would occur if immune bodies were 
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formed by the patient. The original vaccination continues to 
enlarge until it reaches an unusual size. Such a reaction, with 
fatal outcome, occurred in a 3-month-old male infant. Viro- 
logical and histological studies indicated that the lesions were 
caused by vaccinia virus. The disease was associated not only 
with defects in the immune mechanism but also with agamma- 
globulinemia. Despite electrophoretic determination of the latter 
condition, the serum yielded positive results in the hemagglutina- 
tion inhibition and neutralization tests, though not in the comple- 
ment fixation test. Some of the reactive substances in the serum, 
especially the neutralizing substances, were probably antibodies 
passively acquired. Pathologically, the disease was characterized 
by lymphopenia, absence of healing, and lack of inflammatory 
response. The infant was treated unsuccessfully with gamma 
globulin and plasma from recently vaccinated donors, cortico- 
tropin and cortisone, and various antibiotics. Successful treat- 
ment of this condition with antivaccinal gamma globulin has 
recently been reported. 


Vaccinia Gangrenosa Treated with Hyperimmune Vaccinal 
Gamma Globulin. G. J. Barbero, A. Gray, T. F. McNair Scott 
and C. H. Kempe. Pediatrics 16:609-618 (Nov.) 1955 |Spring- 
field, 


The case of a S-year-old boy with progressive necrosis of the 
site of a primary vaccination on the left deltoid area is de- 
scribed. The term “vaccinia gangrenosa” is suggested to distin- 
guish such cases from other types of generalized vaccinia. By 
the time the boy was first seen in hospital, four months after 
the vaccination, there were metastatic lesions to other areas of 
skin on the arm, chest, and scalp, and to the shaft of the fourth 
metacarpal bone of the right hand, where an osteomyelitis de- 
veloped. Vaccinia virus was isolated from the necrotic lesion 
of the skin of the arm and from the bone lesion. No circulating 
antibodies to vaccinia virus could be found in the blood stream. 
The lesion showed healing immediately on treatment with hyper- 
immune vaccinal gamma globulin obtained from recently vac- 
cinated adults. After a total of five doses given over a six week 
period, vaccinia virus was no longer detectable in the skin lesion. 
All primary and metastatic lesions were completely healed by 
four and a half months after the first treatment. The boy appears 
to be the first patient to survive this complication of routine 
smallpox vaccination. His case is also noteworthy in that the 
osteomyelitis that developed was shown to be due to vaccinia 
virus. 


DERMATOLOGY 


Local Cold Injury: A Report of Sequelae. J. C. Shafer and 
A. W. Thompson. A. M. A. Arch. Dermat. 72:335-347 (Oct.) 
1955 |Chicago]. 


The authors summarize observations on 54 men with residuals 
following cold injuries. A history compatible with injury due to 
trench foot or frostbite, or substantiation of these diagnoses by 
hospital records, was obtained in all patients. Some had a 
history of trench foot incurred during 1944-1945 in Europe, or 
of the ground type of frostbite incurred in Korea or in winter 
military maneuvers elsewhere. In only six patients was tissue 
loss sufficient to require surgical procedures, such as skin graft- 
ing Or minor bone amputations. The patients requested treatment 
for sequels of their cold injury from six months to nine years 
after cold injury. Pain in the involved sites was a prominent 
symptom in 48 patients; it took the form of aching, burning, 
sharp pain, and, rarely, shooting pain and cramping. Occasion- 
ally, several types of pain were present. Pain was aggravated 
by prolonged standing and walking, exposure to cold, and certain 
types of footgear. Two patients with previous amputations had 
causalgia syndromes in the stump areas after cold injury. Hyper- 
hidrosis was reported by 44 patients; among two-thirds of these 
it was regarded as one of the major causes of disability. Brom- 
hidrosis was noted by three. Other complaints were drenching 
sweat requiring frequent changes of footwear; increased re- 
activity to cold; paresthesias, predominantly numbness and 
iingling or a pins-and-needles sensation; dermatitis; and color 
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changes, either cyanosis or rubor, of the feet. Intermittent 
swelling of the feet and ankles was described by 19 patients. 
Treatment was given to 33 patients, the remaining 21 having 
been admitted only for evaluation prior to retirement from the 
military services, cold injury residuals being either the primary 
or contributing cause of disability. Local measures for treatment 
of hyperhidrosis proved of litthe value. Orthopedic treatment 
was prescribed in 12 patients. Metatarsal bars, Thomas heels, 
convalescent shoes, or shoe padding were of value in alleviating 
symptoms. Physical therapy, whirlpool baths, and various types 
of active and passive exercise were of value. Psychiatric man- 
agement was required by some individuals. Sympathectomy was 
carried out in eight patients. During the periods of follow-up, 
sympathectomy controlled hyperhidrosis in these eight patients; 
of six with dermatitis, three failed to improve. In four patients 
in whom pain was a prominent symptom, little change was 
noted. On the whole, management of these patients is inade- 
quate, although symptomatic relief of varying degree can be 
obtained in some. It is suggested that a more critical evaluation 
of the neurological involvement would be of importance in 
further investigations of late cold-injury syndromes. 


The Treatment of Hemangioma Chiefly by Irradiation. G. F. 
Pfahler. A. M. A. Arch. Dermat. 72:425-437 (Nov.) 1955 
[Chicago]. 


The author reports on a follow-up of 836 cases of hemangioma 
in private patients treated by him during the past 35 years. 
If the proper method is applied, practically all these lesions 
can be cured except the “naevus flammeus” and some of 
the visceral lesions. He discusses the treatment of the follow- 
ing lesions: cavernous hemangioma, which he divides into two 
groups (1) the strawberry type, which is superficial, and (2) the 
large cavernous type; tumorous cavernous hemangioma; the 
hemangioma of the vertebra; hemangioma of joints; and 
hemangioma of the larynx. On the basis of his own experiences 
in the treatment of these lesions confirmed by study of the 
literature, he feels that all of these lesions should be treated as 
early in life as is practical, preferably within the first few months. 
The great majority are best treated by irradiation. For most of 
the lesions, the gamma radiation from radium will give the most 
satisfactory cosmetic results, but at times this radium treatment 
should be supplemented by high-voltage x-rays, and, at times, 
the high-voltage x-ray treatment is preferable to any other. 
Sometimes treatment of these lesions is best supplemented by 
either electrosurgery or scalpel surgery. Each case presents an 
individual problem, and the treatment or combination of treat- 
ments should be adapted to the conditions present. It is best to 
treat the larger lesions by irradiation before caustics have been 
used or ulceration has taken place. In that way scarring can 
nearly always be avoided. 


OPHTHALMOLOGY 


Myopia of Prematurity. M. C. Fletcher and S. Brandon. Am. 
J. Ophth. 40:474-481 (Oct.) 1955 |Chicago}. 


The development of the eyes in 462 premature infants, 136 
of whom had retrolental fibroplasia, was studied over the past 
four years. These infants were found to have a high and fluctu- 
ating myopia during the neonatal period, more exaggerated in 
the small infants with immature eyes and in those infants in 
whom retrolental fibroplasia developed subsequently. Myopia 
observed early in retrolental fibroplasia may remain as a residual 
of the disease. The mechanism of the production of myopia 
in premature infants appears to be associated with the imma- 
ture eye and the underlying metabolic disturbance in retrolental 
fibroplasia. There probably exists an abnormality in the me- 
tabolism of the media of the developing eye, which produces 
changes in the axial length, corneal curvature, and index of 
refraction. Any or all of these combined could produce an in- 
creased myopia. The abnormal extrauterine existence of the 
prematurely born infant may be a causal factor in such abnor- 
malities in the metabolism of the media of the developing eye. 
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Sulfonamides as a Cause of Toxic Amblyopia. R. G. Taub and 
R. W. Hollenhorst. Am. J. Ophth. 40:486-490 (Oct.) 1955 
|Chicago}. 


In the 10-year period from 1944 to 1953, inclusive, four pa- 
tients at the Mayo Clinic had visual loss from toxic amblyopia 
related to sulfonamide therapy. The total amount of the sul- 
fonamide preparations given to the first three patients was not 
great, being 5.0, 7.0, and 3.5 gm., respectively; the fourth pa- 
tient received 110.5 gm. The first patient was given a com- 
bination of sulfamerazine, sulfamethazine, and sulfadiazine; the 
second received an unknown sulfonamide; the third was treated 
with sulfathiazole: and the fourth received Sulfasuxidine and 
sulfadiazine. Sulfonamides were not detectable in the blood of 
two of the patients after visual loss had occurred: the test was 
not done on the other two. Loss of vision occurred in the first 
patient on the 6th day of administration, in the second patient 
3 days after completion of 2 days of therapy, and in the fourth 
2 days after completion of 18 days of treatment. The vision 
of the first patient returned to normal in about four months, 
that of the second could not be followed, that of the third re- 
turned to 6/6 in one month, and that of the fourth improved 
to 6/12 in the right eye and to 6/10 in the left eye 12 days after 
the onset of the ocular disturbances. It is questionable whether 
or not the fourth patient actually had bilateral toxic neuritis. 
Certain aspects suggested the possibility of some type of bi- 
lateral lesion of the occipital lobe, either thrombotic, embolic, 
or metastatic, rather than toxic optic neuritis. The authors 
reach the conclusion that toxic neuritis involving the optic 
nerves can result from the systemic use of the sulfonamides. 
The loss of vision is probably caused by idiosyncrasy or allergy 
to the drug rather than overdosage. Treatment other than dis- 
continuance of administration of the sulfonamide apparently is 
not necessary, as the three patients who could be followed up 
recovered spontaneously. With one exception, patients reported 
on in the literature likewise recovered their vision. 


Malignant Edematous Exophthalmos. M. Albeaux-Fernet and 
J. D. Romani. Semaine h6p. Paris 31:3144-3153 (Oct. 14) 1955 
(In French) |Paris, France}. 


Malignant exophthalmos is characterized by true protrusion 
of the eyeball (in contrast to false exophthalmos due to widen- 
ing of the palpebral fissure). The protrusion is monstrous and 
usually bilateral. Edema and inflammation are present; the con- 
junctivas are injected. There is paralysis of convergence and 
of lateral movement. The patient complains of photophobia and 
severe tension in the orbits and frontal region, perhaps even in 
the entire cranium. In addition to these phenomena, there is 
almost always pretibial edema, sometimes accompanied by the 
severe skin lesions known as “circumscribed pretibial myx- 
edema,” which can be treated by injections of corticotropin. 
The exophthalmos is progressive and Occasions complications, 
not through its severity, but through the rapidity of its develop- 
ment. Papilledema may be accentuated, causing hemorrhages 
and exudates. The two worst local complications are corneal 
ulceration and optic neuritis. The last stages of the disease are 
characterized by fever, intense headache, vomiting, diarrhea, loss 
of weight, and torpor leading to a comatose state interrupted 
by periods of agitation or carphology, severe elevation of tem- 
perature, and death. Sixty-five per cent of cases of malignant 
edematous exophthalmos occur in men. The most frequent cir- 
cumstance of appearance is regressing hyperthyroidism, espe- 
cially when the disease has been treated by thyroidectomy. The 
condition may also be seen in developing hyperthyroid disease 
or in old disease when a state of thyroid exhaustion has estab- 
lished itself. Myxedema, especially that of the menopause, is 
also a cause. Pathologically, the lesions consist of edema in the 
different elements, cellular infiltration, degeneration of the con- 
nective tissue leading to fibrosis, and degenerative myositis with 
atrophy of fibers, disappearance of striation, surcharge of fat 
droplets, and perivascular round-cell infiltration. The lesions 
are comparable to those produced experimentally by injection 
of thyrotropin. It is true that this hormone of the anterior 
pituitary causes edematous exophthalmos through its elective 
action on the retro-orbital tissue, but there is also a systemic 
process in the disease, which is manifested by mobilization of 
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fats (atrophy of the usual fat deposits, elevation of plasma fats, 
and abnormal deposition in the liver, muscles, and kidneys). 
The authors discuss the complicated pathological mechanisms 
involved, pointing out that recent work by Dobyns and co- 
workers has isolated an exophthalmos-producing substance 
(EPS) distinct from the thyroid-stimulating hormone. Treatment 
of malignant edematous exophthalmos is often surgical decom- 
pression of the orbit. Other measures are aimed at destroying or 
inhibiting the hypophysis or its anterior lobe and still others, 
at inactivating thyrotropin. 


Results of Surgical Hypophysectomy in a Case of Malignant 
Edematous Exophthalmos. M. Albeaux-Fernet, J. Guiot, S. 
Braun and J. D. Romani. J. Clin. Endocrinol. 15:1239-1246 
(Oct.) 1955 [Springfield, Il.}. 


The authors present the history of a 56-year-old woman who 
had severe protrusion of the eyeballs, even though they were 
buried in palpebral edema. The patient was considered to have 
hyperthyroidism, in spite of the absence of marked enlargement 
and vascularity of the thyroid. Her extended fingers showed a 
Slight tremor, the electrocardiogram showed sinus tachycardia, 
and the basal metabolic rate was high. The ocular signs were 
thought to indicate the presence of hyperpituitarism as well as 
hyperthyroidism, and for this reason a rapid cure of the hyper- 
thyroidism was considered inadvisable. Complete rest with seda- 
tion and treatment with vitamin A and an antithyroid drug 
were prescribed, and under this treatment the woman became 
more calm and palpitation and precordial discomfort subsided. 
The exophthalmos at first remained unchanged, but later it pro- 
gressed and blepharoconjunctivitis with tearing and injection of 
sclera developed. The globes became harder, and the ocular 
tension increased. An attempt was made to inhibit the over- 
active pituitary with x-ray therapy, but the exophthalmos in- 
creased. Treatment with thymus extract was tried, on the basis 
of evidence that thymus extract neutralizes the thyroid-stimu- 
lating hormone. Although this treatment was followed by a 
slight, temporary reduction in the exophthalmos and in the basal 
metabolic rate, later the exophthalmos progressed again, despite 
the continuation of treatment. In order to counteract the malig- 
nant exophthalmos, a hypophysectomy was now performed, and 
this resulted in a marked amelioration. Histological examina- 
tion of the pituitary tissue showed an increase in the numbers and 
in the secretory activity of cells that are considered to be the site 
of production of the thyroid-stimulating hormone. 


OTOLARYNGOLOGY 


Ossifying Fibroma of the Paranasal Sinuses. F. M. Skolnik and 


E. J. Fornatto. Ann. Otol. Rhin. & Laryng. 64:689-700 (Sept.) 
1955 |St. Louis}. 


Ossifying fibroma, a variant of the intraosseous form of 
fibroma, has been referred to as “sarcoma,” “sarcoma psam- 
mosum,” “sarcoma Osteogeneticum,” or “psammoma.” The ab- 
sence of nuclear monstrosities, mitotic figures, and protoplasmic 
anomalies has induced most recent authors to consider these 
growths as benign tumors and designate them as fibromas. On 
clinicopathological grounds, ossifying fibroma has been regarded 
as a Variant of the monostotic fibrous dysplasia of Lichtenstein. 
Four cases of ossifying fibromas involving the paranasal sinuses 
are reported. The first patient had an ossifying fibroma of the 
maxillary sinus; the second had an ossifying fibroma of the max- 
ila involving the antrum; the third a cystically degenerated 
ossifying fibroma of the antrum; the fourth a cystic ossifying 
fibroma of the supraorbital region involving the walls of the 
frontal sinuses. Ossifying fibromas of the paranasal sinuses have 
a rather insidious development. They are generally unsuspected 
until expansion of the bony walls of the sinuses calls attention to 
their presence. However, cases of persistent or frequently recur- 
rent “sinusitis,” which fail to respond to the usual treatment, must 
receive a thorough evaluation and radiological study. The first 
sign of disease is generally a local swelling associated with local 
tenderness; displacement of the eye and functional disturbances 
may be present. Ossifying fibromas are solitary lesions that do 
not metastasize and when completely removed do not recur. 
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However, by virtue of extensive growth and pressure on sur- 
rounding vital structures, they can be clinically malignant, though 
histologically benign. Radiologically, ossifying fibromas are evi- 
dent early as small, round swellings involving a cranial or facial 
bone and eventually projecting into the sinuses. However, because 
of the nonspecific character of the roentgenologic aspects, many 
different lesions must be considered in the differential diagnosis. 
Massive fibromas may be present as benign expanding tumors 
with pressure atrophy of a part or whole of the sinus walls. In 
some cases pressure atrophy can cause lesions resembling de- 
struction, and: the differentiation from a malignancy may be 
impossible on radiological grounds alone. In these cases biopsy 
must be resorted to. In treatment, roentgen therapy has 
proved of limited value, and, in view of the benign character of 
the ossifving fibroma, massive resection and sacrifice of factal 
bones, with their accompanying disfigurement and high mortality, 
are not justified, but the growth should be removed as thoroughly 
as possible. If the lesion recurs, further resection is indicated. 
On histological examination, the uniformity of the nuclei and 
lack of mitosis demonstrate the benign nature of the ossifying 
fibroma. The variability in the amount of fibrous and osseous 
tissue, the different character of the fibrous stroma and fibrous 
cells, the presence of osteoid tissue and of islands or trabeculae 
of bone. the degree of layering of osteoblasts and osteoclasts 
around bone, or the presence of giant cells scattered throughout 
the stroma not only are expressions of the continuous trans- 
formations these tumors undergo during their growth but prob- 
ably reflect an advancing histological maturity parallel with 
increasing age of the patient. 


The Cervical Spine and the Globus Syndrome. L. F. Morrison. 
Ann. Otol. Rhin. & Laryng. 64:753-765 (Sept.) 1955 [St. Louis}. 


The complaint of “a lump in the throat” is a common One. 
The otolaryngologist confronted with this problem remembers 
that in the differential diagnosis he must consider postcricoid 
carcinoma, carcinoma of the pyriform fossa, stricture, Plummer- 
Vinson syndrome, enlarged styloid process, pharyngeal pouch, 
pharyngeal paralysis, and other conditions. After these have 
been ruled out the complaint is often regarded as of a “neurotic” 
origin and the diagnosis of “globus hystericus” is made. The 
author shows that pathological changes in the cervical spine are 
one of the tangible causes of the globus syndrome. The complex 
neuroanatomy of the cervical spine area readily explains periph- 
eral nerve manifestations in regions from the diaphragm to the 
top of the head. A tentative diagnosis of osteoarthritis of the 
cervical spine may be made from the clinical history of patients 
with the globus syndrome. Roentgenograms will confirm or 
negate the tentative diagnosis. The relief of symptoms following 
simple therapeutic measures will substantiate the diagnosis. 
Cervical arthritis should be ruled out as a tangible cause for the 
complaint of “a lump in the throat” before the patient is advised 
to forget about the discomfort or is sent for psychiatric evalua- 
tion and treatment. 


PATHOLOGY 


Diverging Sex Morbidity Trends in Cancer of the Mouth: A 
Hospital Morbidity Study. M. H. Russel. Brit. M. J. 2:823-827 
(Oct. 1) 1955 |London, England]. 


In northwestern England, that is, in the region of Manchester, 
which has a population of approximately 4,500,000 (47° men, 
53° women), morbidity rates for cancer of the mouth in each 
sex were calculated for the periods from 1935 to 1939 and from 
1945 to 1949. The figures for men in the two periods were 1,077 
and 777, respectively, and for women 119 and 209, respectively. 
Thus the trends over a decade show a marked decrease in the 
incidence of cancer of the mouth in men, and an increase in 
the disease in women. Although the incidence of the disease has 
decreased in men, they have previously been shown to exhibit 
a worse response to treatment and to be more prone than women 
to develop metastases; in women there is greater vulnerability 
so far as incidence is concerned, but a higher rate of recovery 
and of resistance to dissemination of the disease. The age-specific 
‘trends for males, which yield a lowered incidence of varying 
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degrees throughout the entire range from 45 years upward, sug- 
gest the removal or diminution of etiological factors. Two factors 
could conceivably be partly responsible, namely, improvements 
in the control of syphilis and in the incidence of oral leuko- 
plakia. [t is conventional to regard the incubation period for 
cancer as 20 years. Reference has previously been made by other 
investigators to the hypothesis that, in men, local aggravation 
is a relevant factor in susceptibility to the disease but that, in 
women, a systemic factor, such as microcytic anemia, is re- 
sponsible. The region studied was predominantly a textile area 
until about 1935 when, as a result of severe and prolonged trade 
recession, Other industries were gradually developed. Social con- 
ditions from about the middle of the 1920's cannot be ignored 
and may have some significance. 


Optical Density of Serum in Cancer: Comparison with Find- 
ings in Patients Having Other Diseases and in Normal Persons. 
J. A. Quinn, S. A. Katz and A. FE. Rappoport. Am. J. Clin. 
Path. 25:1128-1147 (Oct.) 1955 [Baltimore]. 


While investigating an immunologic reaction for the diagnosis 
of cancer, the authors found the end-points to be indefinite, and 
so they attempted to measure the reaction objectively, by means 
of the optical density scale of the Coleman Jr. spectrophotom- 
eter. The results were varied and unrelated, but it was noted 
that there were distinct differences between the optical densities 
of serum from normal persons and from patients with cancer. 
Accordingly, a systematic investigation was undertaken to de- 
termine whether this difference was apparent or real and whether 
it could be used as a cancer screening test. Studies were made 
(1) on seemingly well persons: blood donors, applicants for pre- 
marital serologic examination, persons undergoing routine 
physical examination, and persons hospitalized for correction 
of structural defects; (2) on pregnant women and on patients 
having diseases other than cancer; and (3) on patients with can- 
cer. Serums from 1,736 persons were examined. A specimen 
of 5 ml. of venous blood is obtained in the fasting state or four 
hours after the last meal. The optical density of the serums must 
be tested within six hours after venipuncture. Optical density 
is determined at room temperature (22 to 25 C), using a Cole- 
man Jr. spectrophotometer with an adapter for 12 by 75 mm. 
cuvets. After initial testing at room temperature, the specimens 
are refrigerated for one hour at 2 to 10 C in the original cuvets. 
After refrigeration, the specimens are allowed to stand at room 
temperature for five minutes. The testing procedure is then re- 
peated to obtain a second measurement. The reading of the 
room temperature is subtracted from the refrigerated reading 
and a numerical difference is obtained. The authors found that 
there are specific differences in the optical density of serum 
between normal and diseased persons. Negative reactions were 
obtained in 466 (97.7%) of 479 normal persons and in 817 
(86.3) of 944 noncancerous patients. False-positive results were 
encountered chiefly in persons with acute and chronic inflamma- 
tions and in pregnancy. There was a strong correlation between 
the result of the test for optical density and the occurrence of 
malignant neoplasms. In 313 patients with histologically proved 
cancer, the test gave a true positive result in 282 (90.1%). False- 
negative results were encountered predominantly in patients with 
anaplastic, generalized metastatic, or terminal cancer. The serum 
factor responsible for these differences seems to diminish in 
optical density in inverse proportion to the growth and spread 
of cancer. 


Cytologic Studies on Pleural and Peritoneal Fluids. J. H. 
Childers. Texas J. Med. 51:674-678 (Oct.) 1955 |Austin, Texas}. 


Fluids removed from the pleural or peritoneal cavities were 
observed with regard to color, opacity, specific gravity, volume, 
and presence of fragments of tissue or coagulability. For cyto- 
logical examination, sufficient stock formaldehyde (40%) was 
added to make a 10% solution. After these solutions were mixed, 
an interval of 4 to 20 hours was allowed for fixation. A cell 
block was secured by centrifuging the specimen to concentrate 
the sediment. These cell blocks, which varied from 2 to 10 mm. 
in diameter, were then wrapped in filter paper and processed 
with the routine surgical tissues. Paraffin blocks were sectioned 
at 5S « thickness, stained with hematoxylin and eosin, and 
mounted. Special stains were used when indicated. Each speci- 
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men was reported as not having malignant cells, having atypical 
cells, or having malignant cells. In the event that irregularly 
shaped cells with degenerative changes or suggestive arrange- 
ment of cells were encountered but a definite diagnosis of malig- 
nant cells was not justified, the specimen was reported as having 
“atypical cells,” and study of additional fluid specimens was 
recommended, neoplastic cells often being discovered in later 
specimens. Studies were made on 528 fluids from 345 patients. 
Of 333 pleural fluids, 76 fluids from 55 patients contained atypi- 
cal or malignant cells. Histological confirmation of a malignant 
neoplasm was secured by surgical excision of tissue for biopsy 
from 10 cases and autopsy studies of 6 cases. Twelve additional 
patients with atypical or malignant cells in the pleural fluid died 
at home, and no postmortem examination was performed. A 
false diagnosis of malignant cells was made in two pleural fluids 
from two patients, both of whom had arteriosclerotic heart dis- 
ease with congestive failure. In 8 of the 55 patients, malignant 
cells were demonstrated in the pleural fluid of patients not previ- 
ously having a clinical diagnosis of malignant neoplasm. Of 195 
peritoneal fluids from 141 patients, 61 specimens from 43 pa- 
tients contained atypical or malignant cells. In this group histo- 
logical confirmation of a malignant growth was secured from 
surgically excised tissue in 6 cases and by autopsy studies of 10 
additional cases. Seven additional patients in this group died 
at home, and no postmortem examination was secured. No false- 
positive diagnoses were made on the basis of the studies on the 
peritoneal fluids. 


RADIOLOGY 


Unspecific Bronchostenoses and Bronchiectases Mainly from 
Roentgenologic Viewpoint. T. Denstad. Tidsskr. norske legefor. 
75:637-639 (Sept. 15) 1955 (In Norwegian) [Oslo, Norway]. 


Bronchostenoses may originate through pressure from the out- 
side, often from enlarged lymph nodes, a form most frequently 
seen in childhood. A large aortic aneurysm may also compress 
the bronchi. There may be localized thickening of the bronchial 
wall with resulting stenosis, presumably after an acute bronchitis, 
where perhaps traumatization of some kind causes a local reac- 
tion with inflammation of the mucous membrane. A chronic 
Stage sometimes results, with formation of granulation tissue, 
causing hemoptyses, atelectases, and bronchiectases. The process. 
while reversible, may lead to scar formation with permanent 
changes. If the stenosis is situated in a large bronchus, it can 
often be established by a good ordinary roentgenogram. Bron- 
chiectases are after tuberculosis the most common of the chronic 
pulmonary affections. Clinical diagnosis may be difficult. Con- 
genital bronchiectases are rare and are due to congenital 
weakness of the bronchial wall. Acquired bronchiectases are 
more frequent than generally supposed, especially in the milder 
degrees, and should be borne in mind in chronic bronchitis, 
asthma, and emphysema, also in pneumonia with delayed resolu- 
tion, bronchopneumonia with bleeding, and in chronic sinusitis. 
Bronchiectases most often origingte in childhood. The most im- 
portant causes are bronchostenosis with atelectasis and infection. 
Roentgen examination and planigraphy often give good results 
for diagnosis, but for a satisfactory survey of the conditions 
bronchography is required. It is important to determine whether 
the bronchi in the other lobes are normal, particularly if surgical 
ireatment is considered, Slight bronchiectases can be revealed 
only by bronchography. Bronchiectases are especially to be sus- 
pected in asthma with purulent expectoration, hemoptysis, and 
recurring infections. The examinations should be carried out 
only when the patient is in a good condition. The roentgenolo- 
gist’s task is to establish the diagnosis of bronchiectasis so earls 
that the patient’s age and general condition and the accompany- 
ing pulmonary complications do not contraindicate lobectomy 
where this is otherwise possible. The prognosis is unfavorable 
without surgical treatment. Bronchography is called for on the 
slightest suspicion of bronchiectasis, provided there are no con- 
traindications. This holds also for bronchostenosis, if bronchos- 
copy with biopsy does not give satisfactory information. It Is 
urgent first and foremost to exclude or establish the presence of 
bronchial cancer. 
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Roentgen Therapy of Subdeltoid Tendinitis and Bursitis. M. 
Shoss and T. G. Otto. Missouri Med. 52:855-863 (Nov.) 1955 
[St. Louis]. 


Bursitis of the shoulder may be either acute or chronic. The 
pain in acute cases is severe and incapacitating; in chronic cases, 
it is more tolerable but may be troublesome for months. Restric- 
tion of movement, which is most pronounced in abduction and 
rotation, may lead to a frozen shoulder. Patients with acute 
bursitis are severely ill and should be given treatment to relieve 
their pain and disability as soon as possible. Many forms of 
therapy have been tried with varying success. Novocaine infiltra- 
tion and needling of calcific deposits are often effective: hydro- 
cortisone injections are being used with good results in an increas- 
ing number of cases; and surgical excision of calcifications is 
sometimes the treatmerit of choice in long-standing disease. The 
greatest interest, however, has centered on x-ray therapy, which 
not only produces excellent results but is easy, rapid, and eco- 
nomical inasmuch as it can usually be given as an Outpatient 
service. Comparable results have been obtained in various series 
regardless of the technical factors used. Intermediate range 
therapy, however, has often been advocated and was employed 
by the authors in 159 patients. The technical factors were essen- 
tially the same in all cases, with 140 kv., 15 ma., 50 CM-TSD, 
'4 mm. copper and | mm. of aluminum (HVL 0.5 mm. copper). 
Most of the patients received daily treatments of 150 r in air 
through alternate anterior and posterior 15 by 15 mm. ports to 
the shoulder on alternate days for a total of six days. Three 
patients had bursitis first in one shoulder and then, 6 to 17 months 
later, in the other. Six other patients had recurrences in the 
same shoulder from 10 to 46 months later. Most cases will 
respond to x-ray therapy completely in from three to four weeks, 
but in some the improvement will take place slowly over a period 
of about three months. Recovery, as might be expected from 
the nature of the underlying process, which is one of degenera- 
tive change, is usually slower in chronic cases. Follow-up of the 
authors’ patients showed satisfactory results, i. e., no pain or only 
occasional pain, in 84 (95.4°) of the 88 cases of acute bursitis 
and in 56 (86.1°) of those that were chronic. 


Rounded Intrathoracic Lesions. D. W. Springer, P. E. Geiger 
and H. T. Langston. Am. J. Roentgenol. 74:827-849 (Nov.) 
1955 (Springfield, ]. 


The authors describe 20 cases of varied, rounded intrathoracic 
lesions in men between the ages of 24 and 63 years. These pa- 
tients were seen in the course of 10 months on an active thoracic 
surgical service. The nature of these lesions could not definitely 
be ascertained by a very comprehensive work-up, including 
bronchoscopic examination, before the surgical removal and 
pathological study of the lesion. The pathological diagnosis was 
that of encapsulated empyema, benign fibrous mesothelioma, 
thymic cyst, anterior mediastinal teratoma, pericardial cyst, re- 
spectively, in five patients, primary undertermined adenocarci- 
noma in two, metastatic carcinoma in two, metastatic sarcoma 
in one, primary carcinoma in six, primary sarcoma in two, and 
probably tuberculous granuloma in three patients. The incidence 
of malignancy was high. The following conclusions were re- 
emphasized by this group of patients. A correct appraisal of 
the nature of the circumscribed rounded intrathoracic lesions is 
usually not possible without subjecting them to direct examina- 
lion at thoracotomy with removal of tissue for microscopic 
examination. Dissimilar pathological processes in the chest may 
produce virtually identical roentgenologic shadows; the same 
disease entity, on the other hand, may produce quite dissimilar 
roentgenograms. The presence in the lung of a lesion presumed 
to be metastatic from a primary neoplasm elsewhere may not 
always indicate widespread dissemination, and an aggressive 
attitude toward the lesion should probably be taken, especially if 
there has been a relatively long tumor-free interval. It might 
possibly be a solitary metastatic lesion with no other tumor foci 
remaining. A solitary pulmonary lesion in a person with previous 
adequately treated malignant disease elsewhere could represent 
a second primary neoplasm instead of a metastatic deposit. This 
further justifies an aggressive attitude toward lesions of this type. 
Since malignant lesions cannot be differentiated from those of 
less serious appearance. exploration is advisable. 
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BOOK REVIEWS 


Old Age in the Modern World: Report of the Third Congress of the 
International Association of Gerontology, London, 1954. [Congress ot 
International Association of Gerontology held in London in July, 1954, 
was organized with financial help of Council for International Organiza- 
tions of Medical Sciences, organization subsidized by World Health 
Organization and UNESCO.] Cloth. $8. Pp. 647, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; EF. & 
S. Livingstone, Ltd., 16 and 17 Teviot Pl., Edinburgh 1, Scotland, 1955. 


In selecting the papers to be published in this volume, the 
publishing committee gave preference to those containing original 
material, Opening up new avenues of thought, or presenting 
authoritative reviews. Those papers relating to work already 
published or known to be in press are referred to by title only. 
This volume covers such subjects as age and society, nutritional 
aspects of aging, endocrinology, employment of older workers, 
community activities, and education for later maturity. The 
experiences, observations, and thinking of many workers con- 
cerning various aspects of the problem of aging are presented. 
Important scientific data on physiological, chemical, and psycho- 
logical changes taking place in old age as well as performance 
data under various conditions are included. The sociological and 
philosophical aspects of aging are discussed. This volume pre- 
sents an up-to-date cross section of the work of gerontologists 
throughout the world. It is a reference standard of what they 
knew and were doing as of July, 1954. It is one of the most 
important books on this general subject that has been published. 


Premature Infants: A Manual for Physicians. By Ethel C. Dunham, 
M.D., Director, Division of Research in Child Development, U. S. 
Children’s Bureau, Washington, D. C. Second edition. Cloth. $8. Pp. 
489, with 42 illustrations, Paul B. Hoeber, Inc. (medical book department 
of Harper & Brothers), 49 E. 33rd St., New York 16, 1955. 


This outstanding book is not only a valuable textbook but 
also an excellent reference book that should be useful to every- 
one interested in prematurity. The first section, dealing with 
general considerations, gives the background necessary to 
acquaint the reader with the general problems of prematurity. 
The problem of prematurity is still so confusing that even the 
criteria for defining prematurity have not been clearly estab- 
lished. The author believes that the most practical guide for 
prematurity for the clinician is birth weight even though it is 
not an exact indication of the degree of prematurity. This book 
comes closer to establishing these criteria than anything pub- 
lished to date. Dr. Dunham also covers the latest accepted con- 
cepts on the factors influencing the incidence of prematurity and 
points out the causes and methods of its prevention. In this 
section she reviews the most important literature published to- 
day and recommends that “programs for the prevention of pre- 
mature birth need to be organized with coordination of prenatal, 
labor and delivery care.” She also believes that “in these efforts 
medical, nursing and welfare organizations should cooperate 
with public health and welfare programs.” She discusses the 
gross inaccuracies of the present data on the survival rate and 
the standards for prognosis on the premature infant. Most of 
the published data in this field are inadequate, and there is a 
great need for standards and improved evaluations of the data 
accumulated. Relatively few studies have been made in the field 
of emotional disturbances of the premature infant, and “a clearer 
understanding of these problems is needed with a view of de- 
veloping methods of preventing them.” 

The second part of the book deals with clinical considerations 
of the premature infant. This section takes the premature infant 
through all the hazards from the time of conception to the time 
of discharge from the hospital. The author calls attention to the 
various observations that clinicians should make in order to 
evaluate the premature infant’s condition and to determine its 
prognosis. The chances of survival of the premature infant will 
be greatly enhanced by expert care in the delivery room. Expert 


Ihese book reviews have been prepared by competent authorities but 
do not represent the Opinions of any medical or other organization unless 
specifically so stated. 


medical and nursing care as well as suitable equipment and 
environmental conditions are most essential for this type of in- 
fant. The author points out all the important major accepted 
procedures for the care of the premature infant in the delivery 
room, during the first 24 hours, and thereafter, covering 
methods of feeding, medical care, type of clothing, and even 
psychological aspects of care and criteria for discharge of the 
infant from the hospital. An entire chapter is devoted to the 
feeding of the premature infant, outlining its nutritional handi- 
caps and requirements and evaluating the various methods of 
feeding that are used today. Dr. Dunham urges a conservative 
attitude in the care of the premature infant and believes that 
maintenance of life should take precedence over anxiety to 
establish weight gains. The chapter on abnormal conditions and 
birth injuries discusses the incidence of these conditions and 
their effects on the survival rate, diagnostic criteria, and thera- 
peutic approach. 

Part three deals with public health considerations. In this 
section the author evaluates statistical information as to the 
mortality rate due to prematurity and points out many of its 
fallacies. She finds that certified death reports of most premature 
infants indicate no cause of death other than prematurity, which 
is misleading, and she urges that an accurate postmortem exami- 
nation be made by competent pathologists in order to determine 
the exact cause of death, so that the results will be meaningful. 
In this final section she discusses the maternal factors influencing 
the mortality rate of premature infants and concludes that the 
following factors play an important role: (1) the mother’s age 
and parity: (2) complications of pregnancy, labor, and delivery; 
(3) nonobstetric complications; and (4) the mother’s economic 
and nutritional status. Dr. Dunham concludes that adequate and 
competent prenatal care is of primary importance in preventing 
complications of pregnancy or in prolonging pregnancy safely 
until the infant is sufficiently mature to have a good chance of 
survival. Medical and nursing care in the immediate neonatal 
period and later care under suitable conditions are of vital im- 
portance. The book ends with a thorough discussion of health 
programs on state, city, and hospital levels and recommends 
methods for developing statistics on prematurity and neonatal 
mortality, techniques tor feeding, and special standards for 
hospital care. This book is a “must” for all who are particularly 
interested in hebdomadal deaths. 


Psychopathology and Education of the Brain-Injured Child. Volume 
Il: Progress in Theory and Clinic. By Alfred A. Strauss, President and 
Director, Cove Schools for Brain-Injured Children, Racine, Wisconsin, 
and Evanston, Illinois, and Newell C. Kephart, Professor of Psychology, 
Purdue University, Lafayette, Ind. In collaboration with Laura EF. Lehtinen 
and Samuel Goldenberg. Cloth. $6. Pp. 266, with 37 drawings by Caspar 
Henselmann, Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 
99 Great Russell St., London, W.C.1, England, 1955. 


The work that Dr. Strauss has done with children with brain 
injuries during the past 15 years is well known. The present 
volume gives a theoretical formulation of the neurophysiological 
functions and dysfunctions that probably underlie the disorders 
of behavior and of mental life exhibited by children who suffer 
from cerebral palsy. Present-day formulations of the mental 
processes underlying normal perception, language, conceptualiza- 
tion, and behavior are presented. Against these backgrounds the 
psychopathology of the child with a brain injury is presented. 
The clinical psychological examination and bases for educa- 
tional procedures are presented, together with scoring guides to 
certain mental tests. The chapter entitled Conclusions Affecting 
Education of Brain-Injured Children by L. E. Lehtinen is ex- 
cellent. It provides information and advice that should be wel- 
come to physicians and parents. The final chapter, entitled Essays 
on Mental Functioning of Brain-Injured Children, presents the 
speculative organization of neurology and psychophysiology 
that the authors have developed to guide them in their edu- 
cational efforts and further research. This monograph is a con- 
tribution to present-day knowledge. It should be of value to the 
physician, the educator, and the clinical psychologist. 
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QUERIES AND 


REGENERATION OF THE TIBIA 

To THE Epitor:—A 2-vear-old boy has been suffering for three 
months from osteomyelitis of the right tibia with metastatic 
pulmonary empyema that was drained, A few days ago his 
tibia, except for proximal and distal epiphyses, was removed. 
The fibula is intact. Periosteum of tibia was not removed, 
The boy's leg is now in a cast. 1. Could a new tibia be built 
by the periosteum? 2. If this could not happen, should a new 
tibia be grafted and when? What should be used as a graft? 
Could his parents be donors for a new tibia? 


M.D., Formosa. 


ANSWER.—If the proximal and distal epiphyses are intact and 
if the transverse plate of growth cartilage, which is between each 
epiphysis and the shaft of a long bone, has not been too badly 
damaged, there is a good chance that the tibia will regenerate. 
If this does not happen, there would be no use of grafting a 
new tibia in a child at this age. The new tibia would not grow 
unless the epiphysial cartilage plate is still there and in a healthy 
condition. If the epiphysial cartilage plate can be demonstrated 
by x-ray or otherwise to be intact, and if the infection has been 
completely healed for a period of several months, a new bone 
graft should be tried. This bone could be the fibula of one of 
the parents or a full-thickness, 0.75-in. wide tibial bone graft 
from one of the parents. The best prospects, however, for this 
patient would be in the regeneration, from the periosteal- 
attached fragments, of a new tibia. 


CYANOSIS DUE TO NITROGEN CONTENT OF WATER 

To THE Epitor:—Can a rather heavy nitrogen content in drink- 
ing water be detrimental for babies and young children? Not 
knowing, | have advised several parents to use distilled water 
for their younger children. 


Leon G. Campbell, M.D., Pasadena, Calif. 


ANSWER.—You have advised correctly in prescribing distilled 
water instead of the well water for use by infants and young 
children, especially in preparing milk formula for infants. The 
chemical analysis indicates 2.72 mEq. per liter of nitrate (NO;) 
as being present in the water, which is the same as 168.6 ppm 
of nitrate. The upper limit of safe water for the purpose of 
preparing milk mixtures for infants is 10 ppm. Some authorities, 
however, state that even 20 ppm may be present without causing 
serious difficulty. The danger of a high nitrate content of water 
is the development of cyanosis due to methemoglobin formation. 
The nitrates of water are believed to be converted to nitrites, 
and one molecule of nitrite combines with two molecules of 
hemoglobin to form methemoglobin. Cyanosis of this type is 
not relieved by oxygen administration, but it readily disappears 
when use of high nitrate containing water is discontinued. 


EOSINOPHIL COUNTS 


To THE Epitor:—/ am interested in data about the relation be- 
tween eosinophil count in the venous blood versus the capil- 


lary blood. M.D., Ohio. 


ANSWER.—It has generally been assumed on the basis of pre- 
liminary laboratory observations that the eosinophil counts of 
venous and capillary blood are quite similar (Acta psychiat. et 
neurol. suppl. 40, 1947, and Lancet 1:129, 1952), but that greater 
consistency obtains with the use of venous blood (J. A. M. A. 
151:702 |Feb. 28] 1953). This consultant does not know of any 
recent critical studies of these assumptions. A method has been 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
Organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 
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MINOR NOTES 


proposed to give reproducible eosinophil counts from free-flow- 
ing capillary blood (Blood 7:1020, 1952), but no comparison is 
made with simultaneous venous blood samples from the same 
patients. This technique could be applied with equally good re- 
sults to venous blood samples. In unpublished observations of 
simultaneous venous and arterial blood eosinophil counts on 
16 resting patients (Muehrcke, R. C.: Master's thesis, Chicago, 
University of Illinois College of Medicine, 1952) eosinophil 
counts in the arterial blood averaged about 90° of those in 
the venous blood. On the average, free-flowing capillary blood 
would thus be expected to show a very comparable but slightly 
lower value than corresponding venous blood. 


TETANUS IMMUNIZATION 


To tHE Epiror:—Recently an orthopedic surgeon in discussing 
the value of tetanus toxoid over tetanus antiserum said that 
alum-precipitated toxoids gave the best protection, but he 
was not sure whether it or plain tetanus toxoid should he 
used in adults. Years ago a patient had a booster shot using 
alum-precipitated toxoid and had a chill with a high fever a 
few hours later. It is important to know which of these types 
to use as a booster shot on an individual who is severely in- 
jured. Would you please advise me. M.D.. Oklahoma. 


ANSWER.—Originally the use of toxoids in immunization pro- 
cedures was not advised for those who were over 10 years of 
age. This warning was given because of the possibility of severe 
reactions in persons beyond the period of childhood. Alum- 
precipitated toxoids are believed to convey a more enduring im- 
munity than fluid toxoids. Because of the slower absorption of 
the former their action is more prolonged, but active immunity 
may be established more quickly with fluid toxoid. At present 
the toxoids are more highly refined than formerly and are in 
common usage for individuals of all ages. However, as a pre- 
caution a toxoid sensitivity (Moloney) test can be made. This 
is an intradermal test with diluted (1:10 or 1:20) toxoid and 
is read at the end of 48 hours. For basic tetanus immunization 
the Medical Service of the United States and the departments 
of the Army, Navy, and Air Force give three intramuscular in- 
jections of alum-precipitated tetanus toxoid at intervals of from 
one to two months. Each dose is usually 0.5 cc. If an injured 
person has been adequately protected by active immunization, 
a booster dose of fluid toxoid should obviate the need of tetanus 
antitoxin, although the latter is sometimes administered when 
the injury is extremely severe. 


LOSS OF POTENCY FOLLOWING 

PROSTATIC RESECTION 

To THE Epitor:—A 69-year-old man had a partial transurethral 
resection of the prostate two and a half vears ago. He became 
impotent ene year ago but is in good physical condition other- 
wise. Blood pressure is 155/84 mm. Hg. Is it safe to give 
testosterone propionate or anything else there is to help regain 
his potency? M.D., California. 


ANSWER.—There is absolutely no evidence to show that male 
hormone injection will in any way bring about or precipitate 
carcinoma of the prostate. If the tissue removed at the time 
of the transurethral resection was definitely that of benign hyper- 
plasia, there would be no danger in giving him testosterone 
propionate. Whether or not his potency will be favorably 
affected by testosterone propionate is another matter. There are 
some people who believe that testosterone propionate in large 
doses will help reestablish virility once it has waned. Such has 
not been the experience of this consultant who has tried this 
in a large series of patients. Since the new fortified testosterone 
propionate can be given in doses of 100 mg. per cubic centi- 
meter it would do no harm to try injecting this once a week for 
a period of six weeks. 
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1700 QUERIES AND MINOR NOTES 


BAROSINUSITIS 

To THE Epiror:—During an air flight from Montreal, Canada, 
to Boston on a sunny and hot summer day (90 F tempera- 
ture) a woman had a frightening experience. When the plane 
heean to lose altitude preparatory to landing she suffered a 
severe pain “at the hairline over the forehead.” She described 
the pain as heing intense for several minutes, improving 
slightly, then becoming worse again, and finally decreasing 
to ahout half the intensity when the plane landed, The pain 
persisted at this intensity for about five hours and was prac- 
tically gone after a night's rest, although there was a mild 
ache above the left eve and over the forehead. When the pain 
first Started she thought she was going to die. In addition, she 
complained of a visual disturbance like a “blacking out” and 
this soon disappeared. She pointed to the area of the left 
frontal sinus, particularly, but said that it seemed to go across 
the entire forehead and up to the hairline. She seemed none 
the worse for her experience 24 hours later. 1 will appreciate 
information regarding such an experience. 


M.D., Massachusetts. 


ANSWER.— The symptoms described most likely occurred due 
to a brief episode of barosinusitis, more especially the left 
frontal sinus. The basic cause of this difficulty is the pressure 
differential of air entrapped in the sinus and the ambient pres- 
sure of the atmosphere the patient is breathing. This could be 
expected to occur with descent of the aircraft preparatory to 
landing. The most common symptom accompanying barosinus- 
itis is an extremely sharp pain or stinging sensation. The loca- 
tion of the pain depends on which sinuses are affected. Most 
frequently the frontal sinus will be involved, then the maxillary 
sinus. The pain is usually of sudden onset and severe intensity 
during descent. As a rule, the pain continues from time of onset 
until time of landing, but occasionally it persists or recurs for 
some hours or several days. A difference of pressure of the air 
contained within a sinus and that of the atmosphere will result 
if the sinus ostium is occluded by any developmental or acquired 
formation that acts as a valve and so permits air flow through 
the ostium in one direction only. The most common contributing 
factor is the presence of upper respiratory infection. 


DERMATIFIS DURING PREGNANCY 

To 1HE Epitor:—A gravida 5 para 3 woman, aged 37, follow- 
ing the birth of her first child, broke out with hives on the 
ninth postpartum day. On the 10th postpartum day for her 
second child she developed a general eczematoid dermatitis 
that was resistive to antiallergic therapy but finally disappeared 
about the fourth month post partum. Her third pregnancy 
ended in the fourth month in a spontaneous abortion, Fol- 
lowing the birth of her third child she again developed a 
general eczematoid dermatitis. Both of these were preceded 
hy two davs of general urticaria. She has nursed all her 
habies. She is now entering her fourth month of pregnancy. 
Can we do anything to prevent a recurrence of the derma- 
titis? Could lactation have anything to do with it? 

M.D., Connecticut. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—It is difficult to decide on the cause of the skin 
reactions that developed in this patient. The hormones produced 
by the placenta may be responsible, in which case there is no 
prophylactic therapy. If drugs have been given before delivery 
they may be responsible. Likewise, in rare instances, an anes- 
thetic agent may be the cause. It is not likely that lactation is 
responsible, but occasionally drugs and special foods taken to 
increase the milk supply may produce a skin reaction. 


ANSWER.—If it may be assumed that both contact dermatitis 
and drug eruption have been ruled out, diagnoses such as derma- 
titis herpetiformis and hypersensitivity to either placental prod- 
ucts or to the patient’s milk must be considered. The latter two 
conditions are exceedingly rare. For the other conditions therapy 
with corticosteroids should be helpful provided too there are 
no contraindications to their use. Coupled with the use of bland 
topical agents, such therapy should prove effective quickly. 


J.A.MLA., Dec. 24, 1955 


RECURRENT PAROTITIS 

To 1HE Eprror:—What can be the cause of repeated swellings 
in the parotid gland region in a boy now aged 14? He says 
that he has had mumps, but on several occasions the parotid 
glands have been symmetrically enlarged. Last spring he 
ran a low temperature during the attack. Now he has enlarge- 
ments on either side, but the swellings are limited by the 
lower jaws. There is no postaural swelling. His teeth are 


normal, S. B. Ross, M.D., Brewster, N. Y. 


ANSWER.—Recurrent parotitis is a recognized condition, the 
etiology of which is not related to mumps. Attacks may occur 
at intervals of weeks or months and the swelling may involve one 
or both parotids. The general health of the patient may be 
excellent with no evidence of throat or tonsil infections. How- 
ever, Micrococcus (Staphylococcus) aureus may be found in 
pus that can be expelled from Stensen’s duct by massaging the 
parotid gland. But Bigler (Recurrent Parotitis, Mf. Clin. North 
America 30:97 |Jan.| 1946) has reported 60 cases, and in every 
instance Streptococcus viridans was cultured from pus at the 
duct opening. The disease may vary greatly. There may be little 
or no elevation of temperature. There is no specific treatment. 
X-ray therapy has been resorted to with questionable results. 


PALPATION OF POPLITEAL ARTERY 
To THE Epitor:—How do you feel for the popliteal arteries 
in cases of arteriosclerosis in the leg arteries? 
G. L. Lester, M.D., Chautauqua, N. Y. 


ANSWER.—Palpation of the popliteal artery may be simple in 
thin individuals, but the vessel, even although it is patent and 
pulsates well, may not be felt because of accumulation of fat in 
the popliteal space. One can feel for this pulse with the knee 
flexed at right angles by placing both thumbs firmly over the 
patella and pressing the third and fourth fingers of both hands 
deeply into the popliteal space. Or one can put the patient in a 
prone position then bend the knee at right angles and feel for 
the pulse with the second and third fingers of the right hand. 
If one really wants to be sure that the artery is occluded at 
popliteal level, a simple oscillometer will show large oscillations 
above the knee and no or feeble oscillations below the knee. 
This makes really a clear-cut diagnosis. Of course the extent of 
arteriosclerotic occlusion and the pattern of collateral blood 
supply can only be ascertained by femoral arteriogram. 


PARTIAL GASTRECTOMY 
To tHe Eprror:—/s there a likelihood of a marked diminution 
in the intrinsic factor developing following partial gastrec- 
tomy? Are such patients prone to develop severe anemia in 
three to five months? 
Emerson F. Hoover, M.D., San Diego, Calif. 


ANSWER.—A marked deficiency of the intrinsic factor would 
lead to vitamin By deficiency, and the anemia occurring would 
be megaloblastic and would respond to parenteral injections of 
vitamin Bw. The development of megaloblastic anemia following 
partial gastrectomy is rare. The anemia following partial gas- 
trectomy is much more likely to be hypochromic due to iron 
deficiency. Patients who have had a total gastrectomy may de- 
velop megaloblastic anemia three to five years after surgery, and 
totally gastrectomized patients should be given 30 meg. of vita- 
min B,» subcutaneously every three weeks. 


UREMIC PNEUMONITIS 
To tHE Epiror:—Wahat is the mechanism responsible for red 
blood cells within the pulmonary alveoli in the terminal stage 
of uremia, so-called uremic pneumonitis? 
Phillip E. Rothman, M.D., Beverly Hills, Calif. 


ANSWER.—This mechanism is unknown, as indeed is that of 
uremic pneumonitis. Conceivably, the pneumonitis may be re- 
lated to local irritation from ammonia liberated from the urea- 
rich bronchial fluids by bacterial urease, and the hemorrhagic 
exudate reflects the intensity of local reaction, increased perhaps 
by hemorrhagic diathesis common in advanced uremia. 
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IN X-RAY VISUALIZATION 


Reduced Hypermotility, 


Improved Delineation 


with Pro-Banthine’® 


Basic film: pronounced hy permotility of stom- 
ach and bulb; diagnosis not possible. 


J. R., male, age 50, when first seen* complained of 
severe abdominal pain of six weeks duration. Initial 
gastrointestinal roentgenologic examination revealed 
marked hypermotility of the stomach and duodenal 
bulb. Because of rapid emptying it was not possible 
to visualize a lesion either in the stomach or duo- 
denal bulb. However, the patient's symptoms strongly 
suggested an ulcer, and he was reexamined after 
the injection of 15 mg. of Pro-Banthine (brand of 
propantheline bromide) intramuscularly. A marked 
diminution in motility occurred and a huge gastric ul- 
cer was easily visible on the lesser curvature at the 
junction of the upper and middle third of the stomach. 

This patient is now receiving 30 mg. of Pro- 
Banthine four times daily, and gained 8 pounds dur- 


Five-minute film after 15 mg. of Pro-Banthine 
intramuscularly: large gastric ulcer on lesser 
curvature clearly visualized. 


ing the first ten days of therapy. He was completely 
relieved of pain within twenty-four hours. The ulcer 
is presently healed and he is asymptomatic, six weeks 
following initiation of Pro-Banthine therapy. This 
is an excellent example of delineation of a lesion 
which escaped detection with the ordinary technic 
of gastrointestinal roentgenography. If an ulcer is 
suspected and the initial roentgenologic examination 
is negative or inconclusive, the roentgenographic 
study should be repeated following the oral adminis- 
tration of 30 mg. or the intramuscular injection of 
15 mg. of Pro-Banthine. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


**Roentgenograms and case history courtesy of I. Richard Schwartz, M.D., 
Kings County Gastrointestinal Clinic, Brooklyn, N. Y. 
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Surgical Treatment of Gastric and Duodenal Ulcers. 


LESTER R. DRAGSTEDT, HARRY A. OBERHELMAN JR., JOHN 
LANDoR, LESTER R. DRAGSTEDT II, EDwarp S. Lyon, 
and HERZL RAGINS, University of Chicago, the School 
of Medicine, Chicago. 

Duodenal ulcers are believed to be caused by a hypersecretion of gastric 
juice of nervous origin and gastric ulcers by a hypersecretion of humoral 
o'igin. The exhibit presents the results to date of the treatment of 
duodenal ulcers by vagotomy and gastroenterostomy, together with the 
incidence of complications and their treatment. 


Results of Vagotomy and Gastroenterostomy 
for Duodenal Ulcer ~ 1943-1953 ~ 58 cases 


ANALYSIS OF POOR RESULTS 
97% 56 CASES 
CASES 


55% 32 PROVED RECURRENCE 

10 POSSIALE RECURRENCE 

07% GASTRIC ULCER AND GASTRITIS 
OTHE 

6 DEATHS 


NUTRITIONAL EVALUATION AFTER VAGOTOMY 
AND GASTROENTEROSTOMY FOR DUODENAL 
ULCER FOR A |I-9 YEAR PERIOD IN 307 .CASES 


WEIGHT LOSS 


7% 


RECURRENCES FOLLOWING VAGOTOMY AND 
GASTROENTEROSTOMY FOR DUODENAL ULCER 


INCOMPLETE VAGOTOMY 


60% OF PATIENTS WITH RECURRENCE HAD 
POSITIVE INSULIN TESTS WITH A RETURN OF 
THEIR 12 HOUR NOCTURNAL SECRETION TO 
PRE-OPERATIVE LEVELS 


IMPROPERLY CONSTRUCTED GASTROENTEROS TOMY 
THE REMAINING 40% OF PATIENTS HAD 
MARKED PYLORIC OBSTRUCTION A j{_ 3 
GAS TROENTEROSTOMY 


WHICH FAILED TO 
ORAIN THE STOMACH ADEQUATELY 


\ \ 
COMPLETE DATA ON 20 OF 32 RECURRENCES 
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THESE X-RAYS DEMON- 
STRATE A DUODENAL ULCER 
WITH PYLORIC STENOSIS IN 
A PATIENT WHO SUBSEQUENT 
LY DEVELOPED GASTRIC 
RETENTION AND A GASTRIC 
ULCER. APPROXIMATELY 20% 
OF PATIENTS WITH BENIGN 
GASTRIG ULCER HAVE HAD 
PREVIOUS DUODENAL 
ULCERATION. 


| 


THESE RAYS WERE REPRODUCED FROM THE ARTICLE BY ORS HUBER AND HUNTINGTON, GASTRIC 
RETENTION AND GASTRIC ULCER” AMER OUR OF ROENTGENOLOGY & RADIUM THERAPY 60 60-85, 1948 


RESULTS OF VAGOTOMY AND PYLOROPLASTY FOR DUODENAL ULCER 


179 CASES (2-6 YEAR FOLLOW-UP) BY DR. JOSEPH WEINBERG 
ANALYSIS OF POOR RESULTS 
fy RECURRENT ULCER (PROVED OR SUSPECTED) 5.58% 
DIARRHEA, DUMPING SYNDROME OR GASTRIC RETENTION 5.62% 


GOOD 


TECHNIQUE OF WEINBERG PYLOROPLASTY 


FROM THE VETERANS ADMINISTRATION HOSPITAL, LONG BEACH CALIFORNIA 


RESULTS OF VAGOTOMY ALONE 
FOR DUODENAL ULCER (I58 CASES) 


{\ 


S DEVELOPED GASTRIC ULCER 


3 DEVELOPED GASTRITIS 


23 DEVELOPED STASIS SEVERE ENOUGH 
TO REQUIRE SUBSEQUENT 
GASTROENTEROS TOMY 
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EFFECT OF VAGOTOMY ON GASTRIC SECRETION EFFECT OF VAGOTOMY ON GASTRIC SECRETION 
IN HEIDENHAIN Matas 82g IN HEIDENHAIN POUCH DOG WITH ANTRUM RESECTED 


BEFORE VAGOTOMY 


AFTER VAGOTOMY 


GASTRIC EMPTYING TEST MEAL 


3ASTRIC ULCER PATIENTS UNDER COND? 

TIONS OF AN ORDINARY MEAL A LARGE 
BREAKFAST WAS GIVEN TO THE FASTING 
PATIENT AT BOO AM WHICH CONSISTED 
‘ FGGS. TOAST, STEAK, COFFEE, MILK 
CEREAL CONTAINING BARIUM AND ORANGE 
WCE X-RAYS WERE TAKEN AT 2 HOUR 
WTERVALS UNTIL THE STOMACH EMPTIED 


HIGH GASTROENTEROSTOMY 


THESE X-RAYS DEMONSTRATE THAT GASTRIC RETENTION OCCURS FOLLOWING VAGOTOMY AND HIGH LYING 
GASTROENTEROSTOMY WHEN SEVERE PYLORIC STENOSIS EXISTS. THIS PRODUCED A PROLONGED GASTRIC PHASE 
OF SECRETION WITH RESULTANT EROSIVE ANTRAL GASTRITIS. THIS PATIENT, TREATED BY ANTRECTOMY, IS WELL TODAY. 
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EFFECT OF PYLORIC OBSTRUCTION ON 
GASTRIC SECRETION IN HEIDENHAIN POUCH DOG 


STENOSIS 


wiTHOUT STENOSIS 


0 0 20 
24 HOUR COLLECTION PERIODS 


THE TREATMENT OF PERFORATED DUODENAL ULCER 


ATMEN? \BSEQUENT TREATMENT 


THE SURGICAL TREATMENT OF BLEEDING 
DUODENAL ULCER 


ANTM! RESECTION ) 

ANTRUM RESECTION PERMITS EXCISION OF THE ULCER OR DIVERSION 


OF THE GASTRIC CONTENT FROM TME QUODENUM IF THE ULCER 
CAN NOT BE REMOVED 


DUODENAL ULCER PATIENT 


GASTROJEJUNAL ULCERS OFTEN FORM 
ANTRUM RESECTION FOR DUODENAL ULCER 


BUT NOT FOR GASTRIC ULCER 


HYPERACTIVE CEPHALIC 
PHASE UNCORRECTED 


DEFINTIVE SURGERY FOR GASTRIC ULCER 


N THE ANTRUM \ ) 


anTRuM RESECTION SUB TOTA GASTRECT OMY ANTRUM RESECTION 


ANTRUM RESECTION 


THE SURGICAL TREATMENT OF STOMAL ULCERS 


TION 
\ 


ALL CASES THE ULCER SHOULD RESECTED © 


This is one of the many exhibits shown at the June, 1955, meeting of the 
American Medical Association and which have been collected for pictorial presenta- 
tion in the “A.M.A. Scientific Exhibits 1955.” This book is published by Grune & 
Stratton, Inc., N. Y. These exhibits are published in their entirety and are not 


abstracts. 
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GASTRIC ULCER PATIENT 


THE TREATMENT OF COMBINED GASTRIC AND DUODENAL ULCERS 
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